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= Docket No.: 15-02-2360
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INTERESTED PARTY DIMENSIONS HEALTH CORPORATION D/B/A
PRINCE GEORGE'S HOSPITAL CENTER'S COMMENTS TO THE
APPLICATION FOR CERTIFICATE OF NEED OF
ANNE ARUNDEL MEDICAL CENTER

Dimensions Health Corporation d/b/a Prince George's Hospital Center ("PGHC"),
through its undersigned counsel, requests Interested Party status regarding Docket No.
15-02-2360, the Application for Certificate of Need ("Application") filed by Anne
Arundel Medical Center, Inc. ("AAMC") to develop a cardiac surgery, research, and
training program in partnership with Johns Hopkins Medicine, and submits the following
comments, pursuant to COMAR 10.24.01.08.

L INTRODUCTION

A. Background

As of the publication of the federal 2010 census, Prince George's County (the
"County") was Maryland's second most populous county, and its population has increased
since that time. Prince George's Hospital Center has been a major provider of health care
services in the County since the middle of the last century, and has the only cardiac
surgery program in the County. Despite PGHC's presence, in the past, many County

residents have sought health care services outside the County. In recent years PGHC has
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worked hard to reduce the out-migration of County residents for healthcare services,
including cardiac surgery, and is having success in this regard. PGHC's continued
revitalization is key to addressing health disparities and improving access to quality
health care in the County for County residents. See Letter, Exhibit A, and Exhibit B,
"Transforming Health in Prince George's County, Maryland, A Public Health Impact
Study," University of Maryland School of Public Health, July 2012. AAMC's
Application, if approved, threatens PGHC's ongoing and successful efforts to improve
healthcare for County residents.

PGHC is designated as a Level II Trauma Center with a cardiac surgery program.
A strong cardiac surgery program is a desired service for a Level II Trauma Center such
as PGHC, and it is imperative for PGHC, as the only program in the County. PGHC,
therefore, in collaboration with the University of Maryland Medical System ("UMMS")
and the University of Maryland School of Medicine ("UMSOM"), have planned and
developed a renewed cardiac surgery program at PGHC. In 2014, PGHC, under the
direction of James M. Brown, M.D., a cardiac surgeon, Director of the PGHC Cardiac
Surgery Program, and Assistant Professor at the University of Maryland School of
Medicine, began restoring its cardiac surgery program. Since that time, the program has
shown several impressive quality outcome and performance results. By way of example:
(1)in FY 2015, 85 cardiac surgery cases were performed at PGHC, a significant increase
of cases in comparison to recent years; (2) Dr. Brown received referrals from 22
cardiologists for consultation; and (3) PGHC received a 2 Star Composite Quality Rating

for isolated CABG from the Society of Thoracic Surgeons for the rating cycle covering
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the second half of CY 2014.! PGHC has also received excellent feedback from patients
who have undergone cardiac surgery at PGHC.

Prince George’s Hospital Center’s cardiac surgery program has demonstrated
excellent outcomes since beginning the revitalization of the program through
collaboration with UMMS and UMSOM. The program has a 0% mortality rate, and is in
compliance with MHCC’s regulatory requirement for quality.

As demonstrated in Table 1, below, PGHC’s performance to date is better than

national mean benchmarks.

' PGHC's 2014 STS submission included all cases in CY 2014.
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Table 1

All Major Procedures Prince Georges STS*
(CABG, Valve, CABG-Valve) Hospital Center

Mortality Any Major Procedure 0 % 25%
**Risk Adjusted (IP and 30 days post)

Any Complication 34% 13.0 %
**Risk Adjusted

Median LOS Post Procedure 5 days 6 days

*The Society far Thoracic Surgeons

Coronary Artery Prince Georges STS
Bypass Hospital Center

Mortality 0% 23 %
Any reoperation 1.6 % 35%
Any Infection 0% 1.9 %
Prolonged Ventilation 0% 82%
Patients Extubated by 83% 47%
6hrs

New Renal Failure 0% 22%

N=56 isolate d CABGs which represents dataentered into the STS database. Data entry and analysisis a
work in process; therefore, there is always 2 lag from when the case is performed and whenthe datais
risk adjuste d and available for analysis. STS focuseson isolated CABG cases, which representsthe
{arge st percentage of all cardiac surgery cases,

B. Summary of Argument

AAMC is located in the Baltimore/Upper Shore Health Planning Region, yet its
Application confirms its desire to siphon patients from the Metropolitan Washington
Health Planning Region, including Washington, D.C., and Prince George's County. More
specifically, if AAMC's Application is approved, AAMC intends to serve an area that
includes one half of the geographic area of PGHC's existing program. The
implementation and overall success of PGHC's cardiac surgery program will be severely
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hindered if the Commission approves AAMC's application to establish a competing
cardiac surgery center intended to draw off one half of the geographical service area of
PGHC's existing program.

PGHC supports the laudable goal of improving cardiac care and cardiac services
throughout Maryland. Here, however, AAMC's Application lacks relevant and important
detail required for approval of a project of this scope, and AAMC has not complied with
the applicable provisions of the State Health Plan. More specifically, as explained below,
the new project should not be approved because the Application fails to properly analyze
the impact that approval of AAMC's proposal would have on the PGHC program, as
required by COMAR 10.24.17.05A(2). In this regard, AAMC's application fails to:

(1)  Analyze the shift in volume from, and estimated financial impact on,
PGHC that its approval will cause;

(2)  Show that its approval will not negatively affect PGHC's existing
program to a degree that will jeopardize the financial viability of
the PGHC program;

(3)  Properly analyze whether its approval will negatively impact PGHC
resulting in the annual number of cardiac surgery cases at PGHC
dropping below 100; and

(4)  Properly analyze whether its approval will negatively impact PGHC

resulting in the annual number of cardiac surgery cases in the future
at PGHC dropping below 200.

A proper, accurate analysis will demonstrate that AAMC's proposal will jeopardize the
existing program at PGHC. Accordingly, PGHC urges the Commission to deny AAMC's

Application.
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II. QUALIFICATION AS AN INTERESTED PARTY

COMAR 10.24.01.01B(20) defines an Interested Party to include "a person who
can demonstrate to the reviewer that the person would be adversely affected in an issue
area over which the Commission has jurisdiction, by approval of the proposed project."

COMAR 10.24.01.01B(2) defines "adversely affected" as a person that

a) Is authorized to provide the same service as the applicant, in the
same planning region used for purposes of determining need under
the State Health Plan or in a contiguous planning region if the
proposed new facility or service could reasonably provide services to
residents in the contiguous area;

(b) Can demonstrate that the approval of the application would
materially affect the quality of care at a health care facility that the
person operates, such as by causing a reduction in the volume of
services when volume is linked to maintaining quality of care;

(¢)  Would suffer a substantial depletion of essential personnel or other
resources by approval of the application by the Commission; or

(d) Can demonstrate to the reviewer that the person could suffer a
potentially detrimental impact from the approval of a project before
the Commission, in an issue area over which the Commission has
jurisdiction, such that the reviewer, in the reviewer's sole discretion,

determines that the person should be qualified as an interested party
to the Certificate of Need review.

PGHC qualifies as an Interested Party pursuant to COMAR 10.24.01.01B(2)(a) and (d).
AAMC's Application seeks to provide the same cardiac surgery services that
PGHC is currently authorized to provide in a proposed service area that significantly
overlaps PGHC's existing service area. PGHC is located in the Metropolitan Washington
Health Planning Region. AAMC is located in the contiguous Baltimore/Upper Shore

Health Planning Region. AAMC's Application states that the proposed new AAMC
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program would provide services to residents in the Metropolitan Washington Region. In
fact, AAMC's application specifically relies on serving patients in select zip codes that
make up nearly half of Prince George's and Calvert Counties. PGHC therefore qualifies
as an interested party under COMAR 10.24.01.01B(2)(a).

PGHC is designated as a Level II Regional Trauma Center with a cardiac surgery
program. PGHC has the second busiest trauma center in the State and serves as a vital
part of Maryland's trauma system. As stated previously, PGHC, UMMS and UMSOM
have engaged in serious efforts and invested substantial resources to revamp PGHC's
cardiac surgery program. The market analysis conducted by PGHC, UMMS and
UMSOM before commencing their joint efforts to revitalize the PGHC cardiac surgery
program assumed a service area that includes Prince George's County, but also is
projected to draw cardiac surgery cases from the southern Maryland counties of Charles,
Calvert, and St. Mary's. The proposed service area in AAMC's Application would
severely hamper PGHC's efforts to restore a high level of cardiac surgery care to the
otherwise underserved patient population of Prince George's County, and the nearby
counties.

Based on data for FY 2010, 254 Prince George's County patients were treated at
Washington Hospital Center. These are patients that PGHC anticipates recapturing
through its revitalized cardiac surgery program. If the AAMC application is approved,
PGHC anticipates that some portion of those potential recaptures will be lost to AAMC.

Thus, PGHC is also adversely affected pursuant to COMAR 10.24.01.01B(2)(d) because

15300/0/01892077.DOCXvl -7 -



it can demonstrate that it will suffer a potentially detrimental impact from the approval of
AAMC's application.

III. STATE HEALTH CARE STANDARDS AND REVIEW CRITERIA NOT
MET BY APPLICANT

A. Standard: A hospital that projects that cardiac surgery volume will
shift from one or more existing cardiac surgery hospitals as a result of
the relocation or establishment of cardiac surgery services shall
quantify the shift in volume and the estimated financial impact on the
cardiac surgery program of each such hospital.

COMAR 10.24.17.05A(2)(a).

1. AAMC fails to quantify the shift in volume from PGHC that would
occur as a result of the proposed program at AAMC, or to analyze
the financial impact of that shift on PGHC.

AAMC acknowledges that it anticipates 337 cardiac surgery cases relocating from
other hospitals to it in FY 2018. AAMC Application at 88, Chart 10. AAMC's projected
Cardiac Surgery Service Area includes nearly one half of the area of Prince George's
County, as well as the northern and central portion of Calvert County. AAMC
Application at 120. The entirety of both of these areas is within PGHC's current "Market
Area" (as defined by drive time). AAMC Application at 121. Incredibly, AAMC
projects that ZERO discharges will shift from PGHC to AAMC. AAMC Application at
92, Chart 11.

AAMC acknowledges that its Application ignores the impact of its proposed
program on PGHC. AAMC attempts to excuse this failure by reference to the number of
cardiac surgery cases at PGHC in 2012 and 2013. AAMC Application at 93-94.

However, the COMAR standard does not limit its requirement for this analysis to those

programs that have a large number of cases. Rather, COMAR requires that an applicant
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quantify the shift from an existing cardiac surgery service, and the estimated financial
impact on the program of each such hospital.

AAMC claims to have addressed this Standard by reference to anticipated Market
Share Adjustments by the Maryland HSCRC that are designed "so that there will be no
adverse financial impact on a Maryland hospital as a result of the hospital losing patients
to AAMC's cardiac surgery program." AAMC Application at 90. If that were an
adequate response, of course, this Standard would not be included in the regulation. A
shift in volume of cardiac surgery cases from an existing program to a new one will
undoubtedly have a financial effect on the existing program, and an applicant is required
to analyze and quantify that effect.

2 The inevitable shift in cases that would accompany the proposed
new program at AAMC would be significant and detrimental to
PGHC's efforts to rejuvenate and rebuild its cardiac surgery
program.

A proper analysis of the AAMC proposal's impact leads inescapably to a showing
that approval of a new cardiac surgery program at AAMC would shift cases away from
PGHC and be detrimental to the existing program at PGHC. PGHC is literally in the
middle of its five-year Strategic Cardiovascular Business Plan, which specifically focuses
on cardiac surgery. As part of that undertaking, a full time cardiothoracic surgeon began
performing cardiac surgery cases at PGHC on July 17, 2014, with three other
cardiothoracic surgeons from UMSOM being granted privileges at PGHC to provide

additional coverage. This team has reinvigorated the cardiac surgery program at PGHC,

with great success to date, but growing the program to one that can fully and optimally
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meet the health needs of the County is still a work in progress. Approval of a new
program at AAMC would severely hamper and disrupt that progress by shifting to
AAMC cases that would otherwise go to PGHC.

Fifteen of the zip codes in AAMC's proposed service area are located within
Prince George's County (20770, 20706, 20708, 20715, 20716, 20720, 20721, 20774,
20772, 20771, 20773, 20623, 20735, 20769, and 20613). InFY 2015, PGHC performed
85 cardiac surgery cases. Table 2 below displays these cases in descending order by zip
code, highlighting the zip codes that overlap with AAMC's proposed service area.

Table 2

Prince George's Hospltal Center
FY 2015 Cardlac Surgery Cases by Zip Code

included In

AAMC Service Cardinc Surgery Cases
Zlp Code Area July - Dec Jan - June Total Primary Clty
20785 6 3 9 Hyattsville
20774 " 1 7 8 Upper Marlboro
20784 5 1 6 Hyattsvllle
20715 Ly o 5 5 Bowle
20706 * 1 4 5 Lanham
20770 . 1 4 5 Greenbelt
20743 3 o] 3 Capitol Helghts
20721 . 1 2 3 Bowie
20708 " 2 1 3 Laurel
20781 [0} 3 3 Hyattsville
20720 » 1 2 3 Bowile
20723 o] 3 3 Laurel
20716 - 1 2 3 Bowie
20744 o 2 2 Fort Washington
20737 1 1 2 Riverdale
20740 0 2 2 College Park
20735 - 1 1 2 Clinton
20707 o] 2 2 Laurel
20019 [o] 2 2 Washington
21787 o} 1 1 Taneytown
19143 [o] 1 1 Philadelphia
20710 1 o] 1 Bladensburg
20746 (] 1 1 Suitland
20714 » o 1 1 North Beach
20002 1 o] 1 Washington
21158 [¢] 1 1 Westminster
20772 - 1 4] 1 Upper Marlboro
20748 o] 1 1 Temple Hills
20751 o 1 1 Deale
20782 o 1 1 Hyattsville
20747 o 1 1 District Helghts
21117 o 1 1 Owings Mills
20010 o] 1 1 Washington
Total 27 58 BS
10 29 39 Cases in AAMC Cardlac Surgery Service Area

37.0% 45.9% % of PGHC Cases In AAMC Cardlac Surgery Service Areq

* - Zip Code Included as part of AAMC's proposed Cardlac Surgery Service Area

Source: Dimensions management reports
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It is apparent that, with a proposed service area that includes 50% of the CY 2015 cases
at PGHC, some shift would have to be anticipated as an effect of the proposed new
AAMC program.

The AAMC Application specifically acknowledges that it does not address the
impact of AAMC's proposed program on a potentially larger program at PGHC. AAMC
Application at 94. AAMC's Application dismisses the idea of a larger program at PGHC
as dependent on approval of the pending CON Application for a new regional medical
center. AAMC fails to consider, that PGHC's efforts to grow its cardiac surgery program
were not contingent on the pending CON Application. Those efforts are already well
underway and have been successful. PGHC, UMMS and UMSOM have already invested
substantial capital, time and effort to increase PGHC's cardiac surgery case volume.

AAMC admits that its proposed program would shift cardiac surgery patients who
are residents of Prince George's County from hospitals such as Washington Hospital
Center to AAMC, but it ignores this inevitable effect with the comment that there will be
sufficient Prince George's patients who do not shift from WHC to AAMC to "support"
the cardiac surgery program at PGHC. AAMC Application, at 94.

Inpatient data from FY 2012 indicates that, at that time, approximately 372
patients from Prince George's County received cardiac surgery services from three major
hospitals (Washington Hospital Center, George Washington University, and Washington
Adventist Hospital). These patients made up approximately 75% of the Prince George's

County cardiac surgery patients in that year. AAMC's Application projects a shift of 233
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cases from those three hospitals to AAMC's new program, if approved. Although not all
of the 233 cases projected by AAMC to shift from those hospitals to AAMC would be
Prince George's County residents, it is reasonable to assume that a significant proportion
of them would be. This would result in a shift to AAMC of patients who would otherwise
be recaptured by PGHC, and would have a detrimental financial effect on PGHC's
cardiac surgery program.

AAMC fails to quantify the shift in cases from PGHC to AAMC, and provides no
estimate of the financial impact of such a shift on the cardiac surgery program at PGHC.
AAMC has thus failed to do either of the two analyses this Standard requires.

B. Standard: An applicant shall demonstrate that other providers of
cardiac surgery in the health planning region or an adjacent health
planning region will not be negatively affected to a degree that will:

(1) compromise the financial viability of cardiac surgery services at an
affected hospital.
COMAR 10.24.17.05A(2)(b)(1).

AAMC's Application makes no attempt to make the required showing under this
Standard. This Standard is closely tied, especially in this instance, to the first Standard
relating to Impact, discussed above. In addition to the financial impact of shifting cases,
any application for a new cardiac surgery program must show that its approval will not
negatively affect existing programs to a degree that will jeopardize the financial viability
of the existing program.

As the second busiest trauma center in the State, PGHC serves as a vital part of

Maryland's trauma system. PGHC has recognized the importance of a strong cardiac

surgery service to fulfilling its responsibility to the State and the Prince George's County
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community, and is in the middle of a multi-year strategy to achieve excellence in this
existing service. However, the very business plan on which this strategy is built will be
undermined by approval of AAMC's Application to establish a competing cardiac surgery
center intended to draw off almost one half of the geographical service area of PGHC.

PGHC, UMMS and UMSOM have invested heavily in their collaborative effort to
revitalize the existing cardiac surgery service as part of their effort to assume leadership
in addressing the public health problems in Prince George's County, and the challenging
financial and operational status of the current PGHC facility. That investment was
determined to be financially viable based on PGHC recapturing a significant proportion
of cardiac surgery patients obtaining care elsewhere.

As indicated in Table 3 below, in each year between FY 2010 and FY 2012,
approximately 500 or more cardiac surgery cases were performed on Prince George's
County residents. Of those, approximately 60% were performed in Washington, D.C.,
and Virginia hospitals.

Table 3

Cardiac Surgery Cases
Prince George’s County Residents Location

| FY 2010 | FY 2011 | FY 2012
D.C. Hospitals
Washington 244 244 236
Hospital Center
George Washington 27 19 12
University Hospital
Howard University 5 & -
Hospital
Childrens Hospital 36 40 42
NMC
Total D.C. Hospitals | 312 303 290
Virginia Hospitals 20 12 17
Total Cardiac 556 543 498
Surgery Patients
from Prince
George’s County
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By implementing appropriate strategies to rebuild confidence among cardiologists and
the community, PGHC has the opportunity to recapture a significant portion of cases out-
migrating to Washington, D.C., and Virginia hospitals. As indicated in the discussion
relating to COMAR 10.24.17.05A(2)(a) above, the effect of the proposed AAMC
program would be to shift a number of those anticipated recaptures from PGHC to
AAMC.

AAMC's proposed cardiac surgery service area significantly overlaps with
PGHC's existing cardiac surgery service area. This overlap threatens the success of
PGHC's program while still in its early stages of resurgence. Through its affiliation with
UMMS and UMSOM, PGHC has made significant investments in physician recruitment
and training in fiscal years 2014 and 2015. PGHC requires continued growth in cardiac
surgery cases to offset the $4.8M of program fixed costs and to obtain a return on the
significant capital investment that it has made to provide cardiac surgery services to the
residents of Prince George's County and southern Maryland. As discussed below,
application of the projections adopted in the AAMC Application show significant loss of
cardiac surgery cases for PGHC. Such losses, as calculated below, would severely
undercut PGHC's ability to recover this investment. See Parts C and D below. AAMC's
proposed program would compromise the financial viability of PGHC's cardiac surgery
program, yet AAMC's Application makes no mention of, much less provides an analysis
of, this effect. For this reason, the Application should be denied for failure to comply

with COMAR 10.24.17.05A(2)(b)(1).
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C. Standard: An applicant shall demonstrate that other providers of
cardiac surgery in the health planning region or an adjacent health
planning region will not be negatively affected to a degree that will:
(iii) Result in an existing cardiac surgery program with an annual
volume of 100 to 199 cardiac surgery cases and an STS-ACSD
composite score for CABG of two stars or higher for two of the three
most recent rating cycles prior to Commission action on an application
dropping below an annual volume of 100 cardiac surgery cases.
COMAR 10.24.17.05A(2)(b)(iii).

AAMOC states baldly: "No Maryland hospital that currently serves between 100
and 190 [sic] cardiac surgery cases is projected to decline below 100 cases upon the full
implementation of the AAMC cardiac surgery program.” AAMC Application, at 88)
This statement simply is not true. Again, AAMC admits that its analysis does not address
the impact of its proposed new program on PGHC, excusing this omission on the basis
that PGHC had fewer than 20 cases per year in CY 2012 and CY 2013. However, the
relevant period for analysis is not 2012 or 2013, but rather the current annual volume of
cardiac surgery cases at PGHC.

An annualized extrapolation of PGHC's cardiac surgery volume for the first six
months of CY 2015 shows that PGHC will achieve more than 100 cases in CY 2015,
PGHC had 58 cardiac surgery cases between January 1, 2015 and June 30, 2015. This
yields an annualized volume of 116 for CY 2015. PGHC received a 2 Star Composite
Quality Rating for isolated CABG from the Society of Thoracic Surgeons for the rating

cycle covering the second half of CY 2014.% The next Composite Star Rating report,

based on the first six months of CY 2015, will not be available until October 2015, but

2 PGHC's 2014 STS submission included all cases in CY 2014.
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PGHC reasonably expects to receive a similarly favorable rating.” PGHC will provide it
as soon as it is available. Therefore, AAMC must show that approval of its application
will not negatively affect PGHC's existing program by causing PGHC's annualized
cardiac surgery volume to drop below 100 cases. AAMC has not even attempted to do
SO.

Application of AAMC's projected market share’ to current PGHC cardiac surgery
cases originating from Prince George's County zip codes within AAMC's proposed
service area demonstrates that AAMC's proposal would cause PGHC's annualized
volume to drop below 100 cases. During the first six months of CY 2015, 29 of PGHC's
58 cardiac cases — 50% — were performed on patients from Prince George's County zip
codes in AAMC's proposed service area. Table 2 above. Table 4 below illustrates the
impact if AAMC were to achieve its projected market share in the Prince George's

County zip codes it proposes to serve.

3 PGHC will provide that rating report as soon as it is available.

4 For purposes of argument PGHC adopts AAMC's projected market share. However, it should be noted that, if
AAMC's market share were to be less than AAMC's projections, AAMC would not meet the minimum volume
necessary to obtain approval of its Application. If AAMC's actual market share were equal to or greater than its
projections, this would cause PGHC's annualized case volume to drop below 100. In either event, AAMC's
proposed program would not meet the requirements of the State Health Plan.
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Table 4

Prince George's Hospital Center
Projected AAMC Impact on PGHC Cardiac Surgery Discharges

2015 Annualized PGHC
Discharges in Prince

George's County Zip Code AAMC Expected Reduction
in AAMC Service Area ™ Market Share in PGHC Discharges
58 2017 = 25% 15
58 2018 = 35% 20
58 2019 = 40% 23

Note (1): Reflects annualization of 29 discharges in AAMC cardiac surgery
service area for the period January - June 2015

A shift of 20 to 23 cases from PGHC to AAMC, based on AAMC's projected market

shares of 35% and 40%, respectively, would cause PGHC's current volume to fall below

100 cases.
Table 5
Prince George's Hospital Center
Cardiac Surgery Cases Adjusted for AAMC Program

Estimated 2016 Adjusted 2016
Cardiac Surgery Assumed AAMC impact of AAMC's Cardiac Surgery
Cases at PGHC Market Share Proposed Program Cases at PGHC

116 25% (15) 102

116 35% (20) 96

116 40% (23) 93

AAMC completely ignores the fact that its proposed program, with its projected
market share in PGHC's current service area, would result in PGHC's annualized volume

dropping below 100 cardiac surgery cases. For that reason, AAMC's proposal does not

meet the standard in COMAR 10.24.17.05A(2)(iii).
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D. Standard: An applicant shall demonstrate that other providers of
cardiac surgery in the health planning region or an adjacent health
planning region will not be negatively affected to a degree that will:

(ii) Result in an existing cardiac surgery program with an annual
volume of 200 or more cardiac surgery cases and an STS-ACSD
composite score for CABG of two stars or higher for two of the three
most recent rating cycles prior to Commission action on an application
dropping below an annual volume of 200 cardiac surgery cases.
COMAR 10.24.17.05A(2)(b)(ii).

Although PGHC does not currently have over 200 cardiac surgery cases per year,
in light of the recent growth of its cardiac surgery program, and its importance to the
community of Prince George's County, the Commission should also review the effect that
approval of the AAMC application would have on PGHC's existing cardiac surgery
program in the future, as PGHC achieves the goals of the capital investment made and the
projected increase in volumes.

Based on current trends, and without a new cardiac surgery program at AAMC, it
is reasonable to project that PGHC will have an annual cardiac surgery case volume of
over 200 by FY 2022, with STS-ADSC composite scores for CABG of two stars or
better. This forecast is based on approximately 179 cases coming from the proposed
regional medical center's primary/secondary service area and an additional approximately
40 cases from residents of residual Prince George's County zip codes, Charles County,
Calvert County, St. Mary's County, and Washington, D.C. Therefore, the Commission

should examine whether AAMC can show that approval of its application will not

negatively affect PGHC's program by causing PGHC's projected annual cardiac surgery
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volume to drop below 200 cases, or to fail to reach that level when it otherwise would.
Again, AAMC has not attempted to address this question.

As noted above, 50% of PGHC's current cardiac surgery case volume originates
from Prince George's County zip codes that are within AAMC's proposed service area.
Assuming a constant geographical distribution of cases, 110 of PGHC's projected 220
cardiac surgery cases in FY 2022 will originate from Prince George's County zip codes
that are within AAMC's proposed service area. Assuming AAMC were to achieve and
maintain its projected FY 2019 40% market share, 44 cardiac surgery cases that would
have been performed at PGHC would shift to AAMC in FY 2022.

Table 6

Prince George's Hospital Center
Projected AAMC Impact on PGHC Cardiac Surgery Discharges

2022 Projected PGHC
Discharges in Prince

George's County Zip Codes AAMC Expected Reduction
in AAMC Service Area ) Market Share in PGHC Discharges
110 40% 44

Note (1): Reflects 50% of projected 220 cases that will originate from zip
codes in AAMC cardiac surgery service area

A shift of 44 cases would cause PGHC's projected FY 2022 cardiac surgery case volume

to fall below 200.
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Table 7

Prince George's Hospital Center Adjusted
Cardiac Surgery Cases

Projected 2022 Impact of Adjusted 2022
Cardiac Surgery Assumed AAMC AAMC's Proposed Cardiac Surgery
Cases at PGHC Market Share Program Cases at PGHC

220 40% (44) 176

Assuming, for the sake of argument, that AAMC's market share predictions
are accurate, approval of AAMC's application also will hinder or even thwart
PGHC's efforts to attain an annual volume of more than 200 cases in the first
place. The Commission has recognized 200 cases as a threshold volume for
maintaining optimum quality in cardiac surgery programs. See COMAR
10.24.17.07.B(6)(a) ("A cardiac surgery program shall maintain an annual volume
of 200 or more cases."). PGHC is exempt from the requirement for a Certificate
of Ongoing Performance while its CON application to relocate is pending.
COMAR 10.24.17.07A(1)(b). Notwithstanding that, PGHC has made the
investment of capital, time and resources to move toward meeting this standard
and is, indeed, making excellent progress. Approval of AAMC's application could
stifle PGHC's efforts to rebuild critical mass, especially considering the high
degree of overlap between AAMC's proposed and PGHC's existing service areas.

Examination of the effect of the AAMC proposed program on PGHC's
existing cardiac surgery program shows, assuming the projections in AAMC's

application, that the proposed AAMC program would result in PGHC's projected
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annual volume not reaching 200 cases or dropping below 200 cardiac surgery

cases thereafter. Given that effect, AAMC's application should be denied.
IV. CONCLUSION

PGHC has made an enormous commitment of finances, resources, time and effort
toward revitalizing its existing approved cardiac surgery service, and has had good
success in doing so, as shown in the increased volume to date and the excellent outcomes.
As discussed herein, that service is essential to maintaining a high level of care for Prince
George's and surrounding counties that have been historically underserved. Despite this
fact, and despite acknowledging a significant geographical overlap of service areas, the
AAMC Application expressly fails to address the Impact Standards of the State Health
Plan with respect to PGHC. COMAR 10.24.17.05A(2). It is undeniable that the Impact
Standards are included in the Review Standards for new cardiac surgery programs in
recognition that a proposed new program should not be approved if the effect of that new
program would be to cause undue impact on an existing cardiac surgery program.

AAMG, in its discussion of each of the Impact Standards, essentially ignores the
closest existing cardiac surgery program and the one on whose service area AAMC
proposes to encroach. This blatant disregard for both the spirit and the letter of the
regulations cannot be excused. Based on its failure to address the impact of its proposed
cardiac surgery program on the existing program at PGHC, AAMC's application should

be denied.
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Dated: July 27, 2015 Respectfully submitted,

/). O )hatin 716t
M. Natalie McSherry '
Christopher C. Jeffries
Louis P. Malick
Kramon & Graham, P.A.
One South Street, Suite 2600
Baltimore, Maryland 21202
Phone: 410-752-6030
Fax: 410-539-1269
nmcsherry@kg-law.com
Counsel for Interested Party Dimensions
Health Corporation d/b/a Prince
George's Hospital Center
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IN THE MATTER OF * BEFORE THE

*

ANNE ARUNDEL MEDICAL MARYLAND HEALTH

CENTER, INC. ¥ CARE COMMISSION
L Docket No.: 15-02-2360

* * * * * * * " * * * * *

INTERESTED PARTY DIMENSIONS HEALTH CORPORATION D/B/A
PRINCE GEORGE'S HOSPITAL CENTER'S COMMENTS TO THE
APPLICATION FOR CERTIFICATE OF NEED
OF ANNE ARUNDEL MEDICAL CENTER

ATTESTATION BY TERRI HABER, MPH

Affirmation: I hereby declare and affirm under the penalties of perjury that the
facts stated in these Comments and their attachments are true and correct to the
best of my knowledge, information, and belief,

l.'g._ . ‘J"

p)
( i Y
e e~ July 27,2015
Terri Haber, MPH Date
Cardiovascular Program Planning and Development Consultant

Dimensions Healthcare System
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IN THE MATTER OF * BEFORE THE

ANNE ARUNDEL MEDICAL * MARYLAND HEALTH

CENTER, INC. * CARE COMMISSION
d Docket No.: 15-02-2360

* * % * * *® * * # * kS * *

INTERESTED PARTY DIMENSIONS HEALTH CORPORATION D/B/A
PRINCE GEORGE'S HOSPITAL CENTER'S COMMENTS TO THE
APPLICATION FOR CERTIFICATE OF NEED
OF ANNE ARUNDEL MEDICAL CENTER

ATTESTATION BY JEFFREY L. JOHNSON

Affirmation: I hereby declare and affirm under the penalties of perjury that the
facts stated in these Comments and their attachments are true and correct to the
best of my knowledge, information, and belief.

2 W—l July 27, 2015
: 154 0)

Jetfrey L. JohpeOr X Date
Strategy/CosSultant
Dimensions HealthcdeeSystem
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HEALTH
DEPARTMENT

Prince George s County
Offive of the Health Offscer
May 4, 2015
Paul E. Parker, Director
Center for Health Care Facilities Planning & Development,
Maryland Health Care Commission
4160 Patterson Avenue
Baltimore, MD 21215

Re: Comments as an Interested Party for the Prince George’s County Regional Medical
Center Application

Dear Mr. Parker:
| kindly request the Maryland Health Care Commission’s Center for Health Care
Facilities Planning and Development division to consider this Jetter on behalf of the
citizens and residents of Prince George's County. The Prince George’s County
Regional Medical Center is vital to improving the quality of life within our community and
will help us to address health disparities and improve access. to quality heaith care for.
our residents.
As you come to your decision, please consider the following:
1. The proposed regional medical center will be a teaching/research center
that will provide services that are currently unavailable to large masses of
the community, as the current hospitals are smaller, community hospitals.

This new center will sérve as a pipeline for primary and specialty care

] lezwlyuarters Building

1700 McCormuck Dave, Suite 200, Vagpo, MDD 2AT774

Offize I0V-BHI-TEA, Fax MH-8R3-Fyu6, 11/ IS ml 71
wwiw princegeorgescountymd.gov/ health
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physicians; research/clinical trials opportunities; and other health care
organizations that would provide supportive services to all hospitals within
Prince George's County.

2. The regional medical center is critical to the creation and stability of a
strong primary care and specialty care physician network that will assist in
preventing unnecessary emergency room visits and hospitalizations.

3. A comprehensive behavioral health care system is currently lacking within
Prince George’s County, and the center will provide much-needed mental
health services and serve as a pipeline to alternative wrap-around
services needed for this community.

4. As heart disease is the #1 cause of death for our county, the replacement
hospital’s plan for expansion of their cardiac program as a center of
excellence will help to reduce mortality as it relates to heart disease and
other chronic diseases.

5. Agccording to a survey conducted by the University of Maryland’s School of
Public Health, the residents of the county have voiced their concerns and
are displeased with having to leave the county in order to obtain
advanced, quality health care services.

6. As the Health Department, we are concerned with the viability of all county
hospitals. Our current facilities are all small, community hospitals,
struggling to meet the demands of our community, and do not have the

capacity to produce the required outcomes to save costs and improve

Headyuartees Buslding
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outcomes.

7. When the wealth of the overall county is compared to the health disparities
within our community, the need for the new regional hospital is
undebatable.

Thank you for this opportunity to address our concerns and for your consideration.

Sincerely,

Pamela B. Creekmur
Health Officer,
Prince George's County Health Department

) Hleadyunrters Walding
g 17 MeCarmiek Dinve, Suite 200, Largo, ML 20774
o Office 301-H83: 7834, Fioe 01-583-TBG, TS Dul 70
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INTRODUCTION TO THE PUBLIC HEALTH IMPACT STUDY OF PRINCE GEORGE'S COUNTY

Prince George’s County, Maryland is poised for changes that will lead to improved

health and quality of life for its citizens. Plans for a transformed new regional health

care system that focuses on population health are under way through a unique

partnership among the County, the state and academic and health care institutions.

These plans come at a time of great momentum at the national, state and County

levels to advance health care reform and eliminate health disparities.

On June 28, 2012, the Supreme Court
upheld the constitutionality of the
Patient Protection and Affordable Care
Act (ACA). Under the leadership of the
O'Malley-Brown administration, the
state of Maryland has created a Health
Benefit Exchange, designed to expand
health care coverage and fulfill the
provisions of the ACA, The state also is

PRINCE GEORGE'S COUNTY
AT A GLANCE

The nation's most affluent County with an
African American majority

Maryland's most diverse County: “minority”
groups account for more than 80 percent of
the population (blacks, whites and Hispanics
made up 65 percent, 15 percent and 15 percent
of the population in 2010, respectively)

The second most populous County in the state
of Maryland (after Montgomery County)

Home to the University of Maryland, College
Park; NASA's Goddard Space Flight Center;
Joint Base Andrews (previously Andrews Air
Force Base) and USDA's Beltsville Agricultural
Research Center

Bordered by Washington, D.C.. and Montgomery,

Howard, Anne Arundel, Calvert and Charles

counties in Maryland

proactively pursuing strategies to pro-
mote health equity, as demonstrated
by the passage of legislation creating
“health enterprise zones" to expand and
improve access to care in underserved
areas. Prince George's County Execu-
tive Rushern L. Baker, [ll has placed
health as one of his administration's
top priorities, and together with the
County Council has taken deliberate
steps to enhance the County's safety
net system and to address social and
environmental determinants of health.
To inform the design of this new
system to improve health and health
care in Prince George's County, the
University of Maryland School of
Public Health was commissioned to
assess the proposed system's potential
public health impact and to answer
key questions. The study sponsors are
Prince George's County, the Maryland
Department of Health and Mental
Hygiene (DHMH), the University
of Maryland Medical System and
Dimensions Healthcare System. These
parties, plus the University System of
Maryland, signed a Memorandum of
Understanding in July 2011 to address
long-standing challenges and gaps in
the health care delivery system and

achieve improved health for the County.

The Public Health Impact Study of
Prince George's County comes at an
early stage in the development of a

"strategy to transform the system into
an efficient, effective and financially
viable healthcare delivery system with
a regional medical center,” a system
that is “supported by a comprehensive
ambulatory care network, which will
improve the health of residents of the
County and Southern Maryland region
by providing community-based access
to high quality, cost-effective medical
care” (from the July 2011 Memoran-
dum of Understanding).

An interdisciplinary team of senior
School of Public Health researchers
produced the Public Health Impact
Study of Prince George's County by
building upon existing refevant reports
and studies, such as the 2009 Rand
report, "Assessing Health and Health
Care in Prince George's County,” and
collecting and analyzing a wealth of
new data. Representatives of the study
sponsors served on the advisory com-
mittee that helped guide the study.

The study team learned from
resident experiences; listened to policy-
makers, County and state leaders and
health care providers; and explored and
documented best practices from com-
parable health care systems. The study
highlights policy-relevant opportunities,
focuses on improving health outcomes,
provides regional and sub-county
mapping of all categories of primary
care providers and assesses County



resident-specific recent hospital dis-
charge and readmission data.

This study adds new information
related to:

* how residents use and perceive
health care and health issues in
the County,

« what works in other model health
care systems that can be applied
in Prince George's County,

+ how state and County leaders
and stakeholders perceive what is
needed for a new health care system
to succeed,

* where there is an inadequate supply
of primary care providers and
resources,

« what exists in the public health and
public sectors to complement the
new system, and

+ how residents with key chronic
health conditions use hospitals in the
County and region.

A SNAPSHOT OF FINDINGS
FROM THE PUBLIC HEALTH
IMPACT STUDY COMPONENTS

The study team used multiple novel
and integrated approaches to answer
the study's key framing questions and
to inform the design of the new system.

The Public Health Impact Study was
guided by the need to:

« promote health, prevent disease

and support weliness, health
equity, health literacy and

STUDY COMPONENTS

Interviews with 40

Random survey of 1,001

County residents stakeholders

quality of life in the County,

+ address population health broadly,
not focus just on those seeking
health care, and

« improve the capacity to deliver
high-quality primary prevention
and health and hospital care.

In the snapshot of our results from
each study component we highlight
findings that provide new informa-
tion about health care in the County.

SURVEY OF COUNTY RESIDENTS

We learned from the Random House-
hold Survey of 1,001 County residents
(referred to throughout as “the survey")
about current use of and attitudes
toward health care services and gained
an understanding of the factors that
drive residents' health care decisions.
Key findings include:

= While 75 percent of residents have
a "personal doctor,” 10 percent
of these residents go outside the
County to see this provider.

+ Of those who use a doctor outside
the County, more than 7 percent
indicated that their insurance
required them to see a physician
outside the County, and more
than 7 percent reported being
unable to get an appointment with
a specialist inside the County.

The frequency with which residents
use hospitals outside the County
remains an even greater issue, and is
driven by insurance carriers, provider

Analysis and mapping Analysis of hospital

of health care workforce  discharge and readmis-

in the County sion data

referrals, availability of specialty care
and perceptions of the quality of care
at local hospitals. Almost 31 percent of
residents who reported using a hospital
outside of the County did so because
their physician referred them to do

so, and 13 percent reported that their
insurance coverage dictated their hos-
pital selection. Addressing these issues
will require a multi-pronged effort
aimed at County residents, health care
providers and insurers.

INTERVIEWS WITH STATE, COUNTY
AND LOCAL STAKEHOLDERS

The study team conducted 40 personal
interviews with key stakeholders. They
provided input regarding the current
status of the County’s health care and
recommendations for the design of a
new health care system.

The lack of primary care resources
and concerns about both the percep-
tions of quality and the actual quality
of the current health care and hos-
pital system emerged as themes. As
one stakeholder put it, “Perception
becomes reality unless otherwise
challenged and the perception is that
we don't have a good hospital system,
and for some parts, they're right, but
there are other parts of the hospital
system that ought to be duplicated.”
Recommendations for the new system
included the need for an academic
university framework, culturally appro-
priate health education and prevention,
effective branding and centers of excel-
lence among others.

Brief overview of public  Interviews with leaders

and private sector from 13 health care

resources systems around the U.S.



CATEGORIES OF KEY STAKEHOLDERS

Policymakers, elected officials

and administrators

HEALTH CARE WORKFORCE
ASSESSMENT

The study team cast a wide net to
capture existing information and docu-
ment the capacity of the full range of
primary health care workers, including
primary care physicians, nurse practi-
tioners, physician assistants, dentists,
dental hygienists, social workers, psy-
chologists, therapists/counselors and
psychiatrists. We found that there are
far fewer primary care providers for the
population in Prince George's County
compared to that in surrounding juris-
dictions. Within the County, there is a
need for additional providers within the
Beltway and in the southern portion.

OVERVIEW OF PUBLIC HEALTH AND
PUBLIC SECTOR HEALTH RESOURCES
We compiled an overview of pub-
lic health and related facilities and
programs that provide health and
wellness services for County residents,
This overview highlights existing
capacity and identifies opportuni-
ties to fill gaps and strengthen the
health system for County residents,
particularly for the underserved.

EXAMINATION OF HOSPITAL
DISCHARGES AND READMISSIONS

OF COUNTY RESIDENTS

The study team analyzed hospital
discharges of County residents for
conditions like diabetes, asthma and
other chronic diseases to understand
the County's overall system of care
and resident experiences. We reviewed
hospitalizations for conditions that can

Health practitioners

Academic administrators

Health system, insurance

PUBLIC HEALTH IMPACT STUDY

Community leaders

company and hospital

administrators

ideally be managed more effectively
outside of a hospital setting. Using
County data, we developed an econo-
metric model and found an association
between fewer hospitalizations and
specific health care providers (those

typically focused on care management).

LESSONS FROM OTHER

HEALTH CARE SYSTEMS

We conducted interviews with leaders
from 13 health care systems around the
U.S. From these interviews, we identi-
fied the following best practices aimed
at achieving integrated, coordinated
high-quality care that improves popula-
tion health and reduces costs. These
practices include:

+ creating patient-centered, user-
friendly and population-focused
system goals and values,

» establishing clear and tested
metrics for measuring progress
and quality of care,

+ using information technology
systems that reinforce quality
assurance and improvement,
patient care coordination and use of
evidence-based protocols of care,

» focusing on (and creating a culture
of) health promotion, disease
prevention and care management
interventions that are culturally
appropriate, enhance health literacy
and build upon community-based
partnerships with established
community programs that educate
about and reinforce healthy lifestyles,

« creating and supporting culturally

sensitive, innovative, team-based
and interprofessional care delivery,
including embedding primary care
providers in aftercare settings to
prevent readmissions,

= investing in building care capacity
of primary care physicians, such
as strengthening their ability to
address co-existing mental health
conditions by adding behavioral
heaith providers to the primary care
physician teams,

« incorporating a mixture of entities to
cover primary and tertiary care, such
as community health centers, as well
as hospitals, private and non-profit
entities and mobile clinics (mix of
public and private health systems),

+ planning for care strategies to meet
the needs of the uninsured and other
vulnerable populations, such as the
homeless and recent immigrants,

« providing incentives for health care
teams to reduce disease rates, and

+ developing their own and/or
negotiating insurance plan coverage
for populations they serve.

These snapshots summarize select
findings from our research. It is impera-
tive to go beyond the statistics about
gaps in the health care workforce and
to understand the complex factors that
affect health and health care in the
County. For further detail on each study
component, please see the extensive
technical reports (in Section I1), avail-
able at sph.umd.edu/princegeorgeshealth.



What are the key health
outcomes in the County
most amenable to improve-
ment by a new health care

system?

What is the geographic
distribution of health care

resources and where are the

areas of greatest need for

primary care?

What resources can be
mobilized in the public
health sector to comple-
ment the impact of the

health care system?

What are the key issues

to maximize uptake and

achieve the potential of

a health care system for
public health?

What elements of a health
care system can affect the
key health outcomes and by

how much?

1. WHAT ARE THE KEY HEALTH OUTCOMES IN THE COUNTY MOST AMENABLE TO IMPROVEMENT

BY A NEW HEALTH CARE SYSTEM?

ANsweR  Chronic diseases—specifically diabetes, heart disease, hypertension,

asthma and cancer—are the health conditions most amenable to improvement by

a new health care system in Prince George’s County. County residents experience a

higher rate of these chronic diseases than those in most of the neighboring counties

and in several cases, at a rate higher than the state average. Racial and ethnic

differences reveal even greater disparities.

These five chronic conditions are
prevalent in the County. Evidence-
based interventions are available
to prevent these conditions, and to

manage them once they are diagnosed.

Initiatives using these interventions
are under way in the County and state,
with a focus on promoting healthy
lifestyles. In addition, primary care net-
works, a component of the new system
plans, are designed to coordinate care
and manage such conditions.

RATIONALE

Both the State Health Improvement
Process (SHIP) and the County's
Health Improvement Plan (CHIP)
highlight these conditions as ones to
be monitored closely. Table 1 provides
health outcome rates for the selected
chronic conditions. The rate of emer-
gency department visits is used for

TABLE1 RATE OF EMERGENCY DEPARTMENT (ED) VISITS AND DEATH RATES PER
100,000 PEOPLE FOR SELECTED CHRONIC CONDITIONS IN MARYLAND COUNTIES
AND FOR THE STATE (REFERENCE: BASELINE DATA FROM MARYLAND SHIP)

Prince
George's Montgomery Anne Arundel
Rate per 100,000 County County  Howard County  County Maryland
Asthma ED visits* ATA) 406.0 5054 786.0 850.0
Diabetes ED visits* 3084 168.8 1421 3153 3474
Hypertension ED visits* 2577 1233 n74 1838 2379
Heart disease deaths 224 130.2 169.6 1988 1940
Cancer deaths 1738 1301 1612 1952 1777

“The data for ED visits are limited to Maryland hospitals. Full baseline data should include ED visits of Prince George's County
residents to EDs in Washington D.C.
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TABLE2 IMPACT OF LEADING CHRONIC DISEASES ON EMERGENCY DEPARTMENT (ED) VISITS
AND DEATH RATES BY RACIAL AND ETHNIC POPULATIONS IN PRINCE GEORGE'S COUNTY

Rate per 100,000 by
Racial/Ethnic Group in County
Entire County
Measure BaselineRate ~ White Black  Hispanic Asian

Health Outcome  (per 100,000 population) per 100,000 Rate Rate  Rate Rate
Asthma Rate of ED visits for asthma* 70 2580 9090 3050 1770
Diabetes Rate of ED visits for diabetes 3084 1795 3882 1016 N/A
Hypertension Rate of ED visits for hypertension* 2577 1018 3417 543 676
Heart disease Rate of heart disease deaths 242 1875 2n5 66.4 96.0
Cancer Rate of cancer deaths 1738 1945 709 870

1570

“The data for ED visits are limited to Maryland hospitals. Full baseline data should include ED visits of Prince George's County residents to EDs in

Washington D.C.

these conditions because the evidence
suggests that these visits could have
been prevented with well-coordinated
primary care in the County. Addition-
ally, we examine death rates for two
conditions, heart disease and cancer,
which are leading causes of death in
the County and state.

While the overall health measures
for several of these conditions appear
to be better than that for the state
as a whole, the rates for racial and
ethnic County populations (see Table
2) provide the imperative for the new
system. Rates for blacks exceed rates
for whites for all conditions. Emergency
department visits by blacks are more
than three times higher for asthma and
hypertension and nearly twice as high
for diabetes than for whites. Address-
ing the underlying causes for these and
other differences is needed to improve
the County's health outcomes.

County residents identified the five
key chronic conditions among those
they viewed as the most critical ones
to address. However, almost 16 percent

of residents did not know which health
conditions were urgent, indicating a
need to inform residents of prevalent
conditions and of how to prevent and
manage them.

The survey gathered more specific
information about residents' experi-
ences with chronic diseases. More than
a third (37 percent) of the residents
responded that their doctor or a health
care professional had told them that
they have a medical condition or
chronic disease. When asked which
conditions they were diagnosed with,
residents noted the five key health
conditions among their top listed diag-
noses (see Table 3).

We were further interested in diag-
noses of two key conditions that can
contribute to significant morbidity and
mortality of these key health conditions
if they are not addressed. When asked
if they ever had been told by a doctor
or other health care professional that
they have pre-diabetes or borderline
diabetes, 17 percent reported being
diagnosed with pre-diabetes. Similarly,

TAaeLe3 DIAGNOSED MEDICAL
CONDITIONS FOR RESIDENTS
WHO HAVE BEEN TOLD BY THEIR
DOCTOR THEY HAVE A MEDICAL
CONDITION OR CHRONIC DISEASE

Condition Percent

High blood pressure/hypertension 55

Diabetes 37
Asthma 33
Heart disease 26
High cholesterol 26
Cancer 23
Cl;oni;arthritis B ;

Thyroid problem/Hypothyroidism 17
Mental illness 14

Chronic bronchitis 10

Note: To estimate the most appropriate prevalence
for the County, we adjusted the results from that
sub-sample of 423 to the entire sample.



when asked if a doctor or other health
care professional had told them that
they have pre-hypertension or border-
line high blood pressure, 33 percent
reported pre-hypertension.

County residents are at greater risk
for these chronic disease conditions
due to contributing factors such as
tobacco use and obesity. More than 11
percent reported daily use of cigarettes
while 6 percent reported smoking
cigarettes between one and 29 days a
month. Body Mass Index, a calculation
using a person's height and weight, is
also an important indicator of chronic
disease risk. We found that 34 percent
of County residents are overweight
and 35 percent are obese by using this
measure (see Figure 1).

FIGURE1 BODY MASS INDEX OF SURVEYED COUNTY RESIDENTS*

A new health care system that incor-
porates efforts aimed at addressing and
preventing these and other risk factors

B obese BMI230)

B Overveight (B = 25-299)

. Underweight/Normal (BM| < 25)
Don't know/refused

*Calculated from seff-reported height and weight.

will further contribute to improvements
in these chronic conditions.

2. WHAT IS THE GEOGRAPHIC DISTRIBUTION OF HEALTH CARE RESOURCES AND WHERE ARE THE AREAS OF

GREATEST NEED FOR PRIMARY CARE?

answer  The County has a substantially lower ratio of primary care providers to the

population compared to surrounding counties and the state. The areas of highest

primary care need are within the Beltway and in the southern region of the County.

An additional 61 primary care physicians (13 percent increase) and 31 dentists (7 percent

increase) are needed to meet the minimum recommended ratios in these areas.

We reviewed the geographic distri-
bution of primary health care resources
at the County and two sub-county
levels. There are fewer providers for the
population for each medical, dental and
mental health primary care category
compared to surrounding counties. In
addition, there are sub-county areas
where this ratio appears worse than
the ratio used by the federal govern-
ment to designate Health Professional
Shortage Areas. For primary care
physicians, four of the County's seven
Public Use Microdata Areas (PUMAs)

have provider-to-population ratios that
meet the federal criteria for primary
care physician shortages. For dentists,
two PUMAs have ratios that meet the
criteria for dentist shortages. We iden-
tified geographic primary care need

by ZIP code using several measures.
We looked at the ratio of primary care
physicians to the population and found
that nearly half of County residents live
in areas that have a sufficient number
of primary care physicians, while a third
live in areas where there is a high need
for these providers. For a more specific

look at geographic need for primary
care, we included population charac-
teristics and hospital use patterns in
addition to physician count. Using this
approach, we found seven ZIP codes
have high primary care need, repre-
senting 16 percent of County residents.

RATIONALE

We used a variety of approaches

to review County and sub-county
geographic areas of need for primary
care. One approach uses the ratio of
health care providers to the population.



Another approach adds population and
hospital event characteristics to that of
provider information.

ANALYSIS BY PRIMARY CARE
PROVIDER CATEGORIES

We closely examined physician avail-
ability and capacity, and also reviewed
the full array of primary care providers,
including nine groups that represent
three major categories of primary care
providers: medical (primary care physi-
cians, nurse practitioners, physician
assistants); dental (dentists, dental
hygienists); and mental (clinical social
workers, psychologists, therapists/
counselors, psychiatrists).

Databases for active licensed
providers were obtained from the
respective DHMH licensing boards.
For all provider groups, except for
physicians, counts were based on their
practice location and no adjustments
were made for specialty focus. We
only counted licensed, board-certified

primary care physicians who report
providing patient care for 20 hours
or more per week in a practice in the
County. The County has 465 primary
care physicians, which results in 54
primary care physicians per 100,000
people (1:1,851). When pediatti-
cians alone are reviewed, the ratio is
39 per 100,000 children up to age
18 (1:2,564). More of the County's
primary care physicians (42 percent)
are involved only in patient care,
compared with primary care physi-
cians (37 percent) in the stateas a
whole. Fewer County primary care
physicians reported being involved in
teaching (21 percent vs., 30 percent)
and research (6 percent vs. 10 percent)
compared with those in the state.

A review of provider-to-population
ratios for each category of primary care
provider is shown on Table 4. The sup-
ply of health care providers for Prince
George's County is far below that of
other jurisdictions, and for the state
as a whole, for every provider group.

PUBLIC HEALTH IMPACT STUDY

PRIMARY CARE WORKFORCE
NEED BY SUB-COUNTY
GEOGRAPHIC AREA

To gain a better understanding

of which areas of the County are
served adequately, we looked at
provider-to-population ratios for each
category of providers, and compared
them to the Health Resources and
Services Administration’s (HRSA)
criteria used to designate Health
Professionals Shortage Areas
(HPSAs) for those categories.

PRIMARY CARE PHYSICIAN-TO"
POPULATION RATIOS BY ZIP CODE
One condition used by HRSA to des-
ignate an area as a medical HPSA is a
primary care physician-to-population
ratio of 1:3,500 or worse, while a
ratio of 1:2,000 is deemed sufficient.
Map A highlights for each County
ZIP code in which three categories of
ratios are met: those that meet the
recommended ratios for primary care
physicians per 100,000 population

TABLE 4 THE RATIO OF MEDICAL, DENTAL AND MENTAL HEALTH PROVIDERS PER 100,000 POPULATION IN MARYLAND

COUNTIES AND FOR THE STATE

Medical Care Dental Care Mental Health Care
Primary Care  Physician Nurse Dental
Jurisdiction Physician* Assistant  Practitioner Dentist Hygienist |Social Worker  Counselor  Psychologist Psychiatrist

Anne Arundel 65.7 703
Baltimore County 129 153
Howard . _77.0_ e 7E7—_ -
Montéomery 94.6 730
l-\Aar;Iand _8; . 790

64.5 631 578 785
773 788 483 1378
96.5 1237 759 1738
470 123 386 1464
515 | 74 438

“Primary care physicians include specialists in pediatrics, family medicine, interal medicine and obstetrics and gynecology.

99.23

564 275 39
945 :17.3 - 24
787 _99.; 17
517 857 18.0
68.76 _40.37 ns



(green), those that reflect a shortage
(red) and those that fall in between
(yellow). Almost half (46 percent) of
County residents live in areas that have
a sufficient number of primary care
physicians, while a third (34 percent)
of the residents live in areas where
there is a high need for these providers.

PRIMARY CARE PROVIDERS-TO~
POPULATION RATIOS BY PUMA
We used the County's PUMASs to

designate sub-county geographic areas.

The County has seven PUMAs, each
reflecting populations about 100,000,
Based on the provider counts in each
of the three primary care categories,
and the ratio of these providers to the
population, we identified PUMAS with
sufficient providers and those that do
not meet HRSA ratios for sufficient
providers. These ratios include 1:2000
for physicians, 1:3,000 for dentists
and 1:10,000 for core mental health
providers, Table 5 provides current
counts and additional estimated counts
needed for each category by PUMA,
Using this approach, we found
that several PUMAs need additional
primary care physicians and dentists
to reach a sufficient provider-to-
population ratio. We estimate that the
County needs to increase the number
of primary care physicians by 61 (about
13 percent) to meet the sufficient
provider-to-population ratio. Most of
the PUMAs within the Beltway and
one PUMA outside the Beltway would
benefit from additional physicians. Two
PUMAs within the Beltway would also
benefit from additional dentists, which
translates to 31 dentists (about a 7
percent needed increase). While the
ratio of core mental health providers
to population for each PUMA appears

TABLE5 CURRENT COUNTS AND ESTIMATED ADDITIONAL NEEDED PRIMARY CARE
MEDICAL, DENTAL AND CORE MENTAL HEALTH PROVIDERS BY PUMA BASED ON
PROPOSED SUFFICIENT PROVIDER-TO-POPULATION RATIOS

Physicians Dentists Core Mental Health*
Additional Additional Additional
Region Count Needed Count Needed Count Needed

inside Beltway

PUMA1 37 15
PUMA 3 34 3
PUMA 4 35 2
PUMA 7 62 -

57 = 85 -
2 _10 1 56 ) = .
17 2 75 o -
43 = . 36 -

PUMA 2 102 -
PUMA'5 128 -
PUMA 6 67 I
Total 456 +61

85 — 184 =
151 _—- 274 =
9% - | 195 ==
470 +31 905 =3

“Includes Clinical Social Workers, Psychologists, Counselors and Psychiatrists

sufficient, the count of providers

per PUMA is substantially lower in

the PUMAs inside the Beltway than
outside. i psychiatrists alone are used
to estimate capacity for mental health
care, we estimate the County would
need to double the number of psychia-
trists. A more detailed review of the
County’s mental health providers would
allow for a better assessment of the
capacity of this workforce category.

ZIP CODE-LEVEL
ANALYSIS OF HIGH
PRIMARY CARE NEED

This assessment complements the ZIP
code area assessment of the primary
care physician to population ratios
(Map A). We developed an algorithm

to identify ZIP codes where residents
may be at higher need for primary care
services, using provider, population
and hospitalization data. We reviewed
population income and education data
since poor health status is associated
with low income and low education
status. We examined the pattern of
hospital events by ZIP code, using

the ratio of hospital discharges for
preventable conditions and 30-day
readmissions. Hospital readmissions
within a 30-day period after discharge
are viewed as a reflection of insuf-
ficient treatment to resolve the health
condition in the prior hospitalization
or the lack of appropriate primary care
and home care. For hospital discharges,
we looked specifically at conditions
associated with the chronic diseases
and conditions identified as being most
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MAPA PRIMARY CARE PHYSICIAN-TO-POPULATION RATIO BY ZIP CODE IN PRINCE GEORGE'S COUNTY
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amenable for improvement with a new
health care system.

We defined areas of high-primary
care need as those that meet each of
three criteria:

« primary care physician-to-population
ratio at or worse than 1:3,500,

+ apopulation with a median income
and/or education level lower than
the County average, and

« apopulation whose 30-day
readmission ratio and/or hospital
discharge ratio is higher than the
County average (2007-2009 data).

Map B provides a visual of several
levels of primary care need, rang-
ing from high need for primary care
(red) to adequate primary care (blue)
with levels in between. Using this
approach, the County has seven ZIP
code areas with high need for primary
care. These areas represent about 16
percent of the County’s population.
Several of these ZIP codes include an
existing federally designated medi-
cally underserved population. We also
identified additional levels of risk by
identifying ZIP codes that meet the
same population and hospital event
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criteria, but with a marginal provider-
to-population ratio (worse than the
recommended 1:2,000, but better than
1:3,500). These are designated “trend-
ing to high need." ZIP code areas with
the latter provider-to-population ratio,
but that have either the population

or hospital event characteristics are
designated as areas with medium need.
The light blue areas reflect some need
for primary care. This assessment adds
an additional dimension of primary
care need to that of the provider-to-
population ratios in the County.

3. WHAT RESOURCES CAN BE MOBILIZED IN THE PUBLIC HEALTH SECTOR TO COMPLEMENT THE IMPACT OF THE

HEALTH CARE SYSTEM?

ANSWER Integrating primary care and public health can link programs and activities

to “promote overall efficiency and effectiveness and achieve gains in population

health” (IOM, 2o12). We used secondary data to identify the presence and range of

services provided by programs serving County residents, with a focus on vulnerable

populations throughout the life span.

The County's resources include:

+ public health and social services;

+ behavioral/mental and
dental health programs;

» community-based primary care
clinics;

+ long-term care facilities;

+ health programs in
public schools; and

« other partners such as Parks
and Recreation, the University of
Maryland Extension and hospital-
sponsored programs

County-led efforts to improve the
public's health and expand access

to primary care will complement the
impact of a new health care system.
Achievement of the County's 2020 goal
of an accredited health department

will ensure that the basic public health
functions of assessment, assurance
and policy development are in place.
These functions can contribute to
effective integration of programs within
the County's public health sector, col-
laborative efforts among hospitals to
address community benefit programs
and the integration of public health
programs with primary care. Also the
County is in a position to take advan-
tage of the ACA provisions to enhance
its safety net clinic capacity and extend

facilities such the School-based Well-
ness Centers. The County's public
sector and academic programs are
additional assets that support health
and wellness of residents. The County's
Health Care Coalition formed during
the Baker administration provides

an important foundation on which

to build strong partnerships among
public health, primary care and medical
center programs and to create a more
integrated system of care.



RATIONALE

Improving health outcomes requires
building upon the existing assets within
the County. We describe selected
resources and the opportunities and
challenges inherent in integrating them
into a broader health system.

PRINCE GEORGE’S COUNTY
HEALTH DEPARTMENT

The Health Department provides
general screening and referral pro-
grams, health education and counseling
services, and about a third of the
locations provide clinical care. Realizing
the County Health Improvement Plan's
goal of achieving an accredited health
department in 2020 will be a major
asset for the County. With the capacity
to provide the essential public health
services of assessment, assurance

and policy development, the County
Health Department will be in a position
to facilitate effective partnerships and
tailor public health resources to meet
population needs.

Our study of health care systems
reveals that public health depart-
ments and Federally Qualified Health
Centers were mentioned most often
as potential public health resources
that can be mobilized to comple-
ment the health care system’s impact
on health outcomes. Despite lack of
adequate funding for health depart-
ments, creative ideas for mobilizing
public health resources should be
considered when designing the new
health system. One example includes
creating a state health department-
sponsored chronic care initiative where
insurers are required to participate in
an integrated, collaborative system or
community coalition with community
health centers.

COMMUNITY-BASED
PRIMARY CARE CLINICS

The County’s capacity of community-
based primary care, including the safety
net clinics, remains severely limited.
These programs serve a critical role in
the health care delivery system, and
provide primary care health services to
vulnerable and uninsured or underin-
sured populations. Federal designation
of Medically Underserved Areas
(MUA) and Medically Underserved
Populations (MUP) and designation

of Health Professional Shortage Areas
(HPSAs) identify areas of high need.
These designations allow communi-
ties to request providers through the
National Health Service Corps and
establish of certification of facilities
such as Federally Qualified Health
Centers (FQHCs) or FQHC “look-alike"
centers. The County has eight MUAs
or MUPs, and is the only County in the
state with multiple MUPs. The County
has only one well-established FQHC—
Greater Baden Medical Services—that
has multiple locations. In addition,

two other FQHCs, Mary's Center and
Community Clinic Inc. have recently
established clinical sites within the
County. The health care systems we
interviewed highlighted the importance
of FQHCs in providing primary care

to underserved populations. The ACA
contains provisions to expand FQHCs.
Given the magnitude of the uninsured
population in the County, it is clear
that resources must be invested into
expanding community health centers.

HOSPITAL COMMUNITY
BENEFIT PROGRAMS

The County hospitals are in a posi-
tion to enhance community-based
activities in partnership with the

public health sector. Community
Benefit Reports are collected from
state hospitals by the Health Services
Cost Review Commission (HSCRC) to
determine the hospital's tax-exempt
status, Community benefit is defined
by the Maryland law as "an activity
that is intended to address community
needs and priotities primarily through
disease prevention and improvement
of health status, including: health
services provided to vulnerable or
underserved populations; financial

or in-kind support of public health
programs; donations of funds, property,
or other resources that contribute to

a community priority; health care cost
containment activities; and health
education screening and prevention
services (HSCRC, 2011)." Currently, the
ACA requires every hospital to conduct
a community health needs assessment
at least once every three years to main-
tain its tax-exempt status and avoid

an annual penalty. The County would
benefit from coordinated efforts among
the hospitals to conduct needs assess-
ments and to develop subsequent
targeted community-based programs.

BEHAVIORAL AND
MENTAL HEALTH SERVICES

The County Health Improvement Plan
(CHIP) highlights the need for addi-
tional behavioral and mental health
services, which are an essential part

of primary care. The County's Depart-
ment of Family Services, Mental Health
and Disabilities Division provides
leadership for an array of high-quality
public mental health services, oversees
all public mental health services and
monitors the mental health programs
and professionals in this system. in
addition, the County's Department

of Health and safety net facilities



provide behavioral and/or mental
health services, as do several non-
governmental entities. Behavioral and
mental health programs are avail-

able in all hospitals and services are
provided by private sector practitioners.
A targeted review of the integration

and capacity of the County's mental
health services would be beneficial,

PRINCE GEORGE’S COUNTY
DENTAL HEALTH SERVICES
AND PROGRAMS

Dental care is another essential
primary care service that requires a
more targeted review. The County
Health Department, professional
organizations and practicing dental
professionals provide select programs.
There has been significant activity
since the death of 12-year-old Deam-
onte Driver, a County boy who died

in 2007 due to complications from
untreated tooth decay. However, there
is still a major need for resources to
provide evidence-based preventive
and health promotion services and
programs to the dentally uninsured
and underinsured in the County.

PRINCE GEORGE’S COUNTY
PUBLIC SCHOOLS

Public schools traditionally have
contributed to the health education
of children and youth and provided

or contracted for basic health care
services as needed for children while
they are in school. Schools provide

a natural link between families and
teachers, communities and the public
education system. Many County
schools have access to a registered
school nurse, and several have addi-
tional providers such as psychologists,

speech pathologists and occupational
therapists. All schools are part of the
Alliance for a Healthier Generation
sponsored by the American Heart
Association, the Michael and Susan
Dell Foundation and the Clinton Foun-
dation. There are four School-based
Wellness Centers managed by the
County Health Department located in
high schools. Opportunities to extend
these and initiate other school-based
health centers would provide additional
support for the County's residents.

NURSING HOMES AND
HOME HEALTH CENTERS

Nursing homes and home health
centers provide institutional and home-
based services for the elderly and for
special needs populations. There are
20 nursing home facilities in the County,
which include respite and rehabilitative
services and outpatient rehabilitative
services. Home health centers provide
nursing services, home health aides
and one or more other services such as
physical therapy, occupational therapy
and social services. There are opportu-
nities for the County to look at federal
options to support innovative programs
for special need populations.

PROGRAMS THAT SUPPORT
HEALTH PROMOTION

Prince George's County Parks and
Recreation offers residents vast park-
land and community centers. These
centers provide a health improvement
programs, such as fitness centers and
nutrition and cooking classes, and offer
a significant opportunity for the provi-
sion of clinical services. Many of these
centers are located at or near schools
and could be linked with School-based

PUBLIC HEALTH IMPACT STUDY

Wellness Centers or community health
centers. The University of Maryland
Extension (UME)-Prince George's
County implements programs that
address obesity; food insecurity; low
levels of fitness; unhealthy diets for
youth, families and senior citizens;
sustainable agriculture; schoo! and
community gardens; and outdoor
education. UME collaborates with
many organizations throughout the
County, including the school and library
systems, municipal and County govern-
ment and County Health Department,
and programs such as Head Start and
Judith P. Hoyer Early Child Care and
Family Education Centers.

HIGHER EDUCATION
HEALTH-RELATED ACADEMIC
RESOURCES IN THE COUNTY

The County has a number of higher
education academic resources that
contribute to health and wellness
capacity through their continuing
education, research, community out-
reach and student training programs.
Health workforce training opportuni-
ties include Bowie State University's
nursing program, Prince George's
Community College's Academy of
Health Sciences and the University of
Maryland's School of Public Health
and other academic programs that
train public health providers, couple
and family therapists, experts in
physical activity, clinical psycholo-
gists and others. In addition, health
professions students from University
of Maryland, Baltimore rotate through
sites in the County as part of their
training. The health care systems

we interviewed had two innovative
programs that could serve as models.
One involved a partnership between
the academic health care system and
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a community-based clinic to establish
a "medical home” with case managers
for the under- and uninsured, achiev-
ing cost savings and improvements in
quality of care. Another system formed

a communitywide “Nurse Advice Line"”
in collaboration with the public health
department, managed care organiza-
tions and the university. This Nurse
Advice Line helped the state health

department identify illnesses statewide
and resulted in decreased emergency
department visits, increased use of
medical homes and better coordination
of patient care.

4. WHAT ARE THE KEY ISSUES TO MAXIMIZE UPTAKE AND ACHIEVE THE POTENTIAL OF A HEALTH CARE SYSTEM
FOR PUBLIC HEALTH?

ANsWER  Decisions about where to seek care are generally driven by individuals, but
the extent to which insurance and provider referral practices influence these choices
is critically important. County residents and key stakeholders alike identified key
issues that would influence the use and success of a health care system for public
health. They highlighted the importance of affiliation with academic institutions, the

role of insurance policies and practices, perceptions of health care quality, provision

of health and wellness services, addressing health literacy and cultural competence,

availability of primary care (both facilities and a sufficient workforce), effective

design and use of technologies such as health information systems and system

branding. The leaders we interviewed from the comparable models assessment also

mentioned these issues.

Maximizing uptake will require
system improvements that include
needed services and those valued by
residents, changes in insurer policies
and provider referral practices, careful
consideration of location, and a major
focus on quality of care. The potential
to significantly improve how County
residents perceive the health care
system would be enhanced by the affili-
ation with an academic institution. As
these improvements are implemented,
ongoing communication with the public,
health care providers and policymakers
will be essential.

RATIONALE

We found the following to be key
factors influencing consumer choice
and the potential success of a new
health care system.

AFFILIATION WITH AN
ACADEMIC MEDICAL CENTER

Stakeholder interviews focused on a
new system that would be affiliated
with an academic institution, including

a medical school and teaching hospital.

A teaching hospital would increase
the status of the health care services,

improve quality of care provided by
physicians and compete with the
university-based health care available
in Washington, D.C. Leaders from
model health care organizations also
identified the university affiliation as
one strategy for enhancing perceived
and actual quality.

INSURANCE AND PROVIDER
REFERRAL PRACTICES

Physician referral practices and
health insurance options and policies
are other critical issues that impact



residents’ choice of hospital. In the
household survey, 85 percent indicated
they were very likely to use a new hos-
pital if their insurance company allowed
its use. With regard to their most
recent hospitalization, 31 percent of
residents reported that their providers
referred them to a hospital outside the
County, and 13 percent reported that
their insurer required use of a hospital
outside the County. In the stakeholder
interviews, this issue arose as well,
including reference to Prince George's
County employees whose health insur-
ance carrier requires them to leave the
County for hospitalization.

REPUTATION AND
QUALITY OF CARE

Reputation and perceived excellence

of a health care system are two key
factors that contribute to maximizing
the uptake of the system'’s services. Key
stakeholder interview data showed that
it is the reputation of the current health
care in the County, and not always the
actual care, that turns residents away
or encourages physicians to make
out-of-County referrals. In the random
household survey, the reputation and
perceived quality of hospitals were
factors associated with the choice

to leave the County for hospitaliza-
tion. Additionally, when asked their
choice of hospital, residents selected
those outside the County. This again
reflects general stakeholder opinion,
which is that there is a perception
problem that has impacted use.

When residents were asked what
would make them more likely to use a
new hospital in the County, they identi-
fied high-quality care, the availability
of specialist care and referrals from
their family and peer network, with
90 percent of residents considering
quality of care the most important
factor. Stakeholders emphasized the

concept of building a “world-class
facility,” along with centers of excel-
lence that specialize in certain chronic
diseases, as very important. Survey
results demonstrated that residents do
and will seek care at a hospital, often
despite location, if it is associated with
excellent care. The new system would
be successful in a competitive market
if it could build excellence in areas
critically important to the County and
provide distinctive programs.

Attention to quality of care can draw
residents back to the County for health
care and influence physicians to keep
referrals in the County for specialized
services. While several stakeholders
believed that the poor reputation is in
perception only, all acknowledged that
perception is reality when it comes to
health care decisions.

PERCEPTIONS OF
AREA HOSPITALS

Despite perception challenges, over
40 percent of residents believe that
quality of service at the hospital
closest to them was excellent or very
good and 24 percent rated the care
as good. We asked residents about
which hospitals they would chose
for different conditions and found
perceptions varied. Interestingly, while
Doctors Community Hospital was
ranked highest among area hospitals
for overall best quality (16 percent),
it was not the first choice for general
hospitalization. Conversely, Wash-
ington Hospital Center was the first
choice for general hospitalization with
15 percent and 11 percent of residents
identifying it for overall best quality.
For the two hospitals associated
with Dimensions Healthcare System,
opinions varied significantly. More
than 47 percent had favorable opinions
about Prince George's Hospital Center,
while 40 percent of residents reported
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unfavorable opinions. With Laurel
Regional Hospital, however, the issue
was less that it was viewed unfavorably
than it was not well known. Fifty per-
cent viewed it favorably, but 13 percent
had never heard of it and more than 20
percent had no opinion. In each case,
more than 30 percent of residents
indicated that increasing the quality

of staff and physicians would improve
their perceptions of each hospital.

INTEGRATION OF
WELLNESS AND DISEASE
PREVENTION EFFORTS

The integration of health promotion
and disease prevention services into
the new system could enhance the like-
lihood of making an impact on health
status at the County level and attract
residents. The survey showed strong
interest in several of these services
(see Figure 2). Stakeholder interviews
support these findings. Given the focus
on prevention in the ACA, along with
the County's Health Improvement Plan,
these services could prove integral to
the public health impact of the new
health care system.

CULTURAL COMPETENCY
AND HEALTH LITERACY

In a County as diverse as Prince
George's, the new system has the
unigue potential to become known

as a culturally competent health care
system that addresses the health
literacy needs of the communities

it serves. More than a quarter of the
residents surveyed needed some level
of help reading medical materials, and
23 percent had some problems learning
about their medical conditions due

to difficulty understanding written
information. Similarly, only 48 percent
of residents whose primary language



FIGURE2 COUNTY RESIDENTS’ PERCEPTIONS OF SERVICES FOR A NEW HEALTH
CARE SYSTEM N PLANNING A NEW HEALTH CARE SYSTEM FOR THE COUNTY, DECISIONS HAVE TO BE MADE
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was not English reported having access
to a provider who spoke their language,
and only 21 percent reported having

an interpreter. One mark of distinction
for the new health care system could
be a large and mobile translator/inter-
preter program, and health education
materials that are culturally sensitive
and language appropriate. Stakeholders
and other interviewees also suggested
developing patient navigator and com-
munity outreach worker programs.

. Important, but not vital

RECRUITMENT AND
RETENTION OF HEALTH
CARE PROVIDERS

Recruitment and retention of qualified
primary care and specialty physicians
is needed to fill the current gaps in
quantity, type and prestige of physician
working in the County. The new health
care system can begin to fill these
gaps by considering part-time appoint-
ments for well-known providers from

Not at all important

surrounding jurisdictions. Providing
incentives to medical school and other
health professions graduates through
existing federal loan repayment plans,
coupled with potential economic incen-
tives, such as low-interest mortgages,
could assist in attracting providers to
practice in the County. Enhancing the
quality of other staff in the system can
also impact perceptions of care.

LOCATION AND
ACCESSIBILITY OF CARE

Location of care is a factor that con-
tributes to use of services. When asked
to identify their top three priorities

for deciding where to seek care, more
than 51 percent of residents surveyed
indicated that a priority was whether
the facility or doctor was close to
home. The usage of the new system
will be similarly affected by accessibil-
ity of care: hours of operation, ease of
getting appointments and availability of

specialist care.

In the survey, we asked about dif-
ferent health care services and how
vital they are for residents. More than
77 percent reported that urgent care
services were a vital need for Prince
George's County. This type of service
reflects care that is readily and rou-
tinely available at the time of need.

CAPACITY OF HEALTH
INFORMATION TECHNOLOGY

The capacity and appropriate use of
health information technology supports
the success of a system for public
health. The County's physicians and
facilities are moving to adopt such
technology, which ultimately would
integrate care across systems, deliver
decision support systems for provid-
ers to implement evidence-based
protocols and contribute to population
health. In our interviews with model
systems, some said they use auto-
mated reminders that prompt providers
about care needs and milestones,
contributing to better health outcomes.

BRAND MARKETING

Effective marketing and positive
branding of a health care system

also contribute to increased uptake.
Individuals need to be informed of

the availability and unique types of
services in a targeted way that is
sensitive to culturat and language
differences. From interviews with
individuals in other model systems, it
is clear that a communication cam-
paign must “sell” excellent services
and quality and the image that the
system serves more than uninsured
or the poor. Involvement of residents
in deciding a campaign strategy and
messages would enhance its credibility
and effectiveness. This is an ongoing
process, similar to the communication



campaigns used by Holy Cross, Adven-
tist and Doctors Community hospitals,
which include mailings to Prince
George's County households. Addi-
tionally, the careful use of community

benefit funds can enhance health and
also raise visibility of the system while
providing necessary services, such as
health fairs and health promotion pro-
grams, Marketing and communication
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to providers are also critical, particu-
larly as they will need to understand
and appreciate the breadth and quality
of the new system in order to refer their
patients to the system.

5. WHAT ELEMENTS OF A HEALTH CARE SYSTEM (HOSPITAL AND COMMUNITY) CAN AFFECT THE KEY HEALTH

OUTCOMES AND BY HOW MUCH?

ANSWER  Prince George’s County can make significant strides in improving the

health of residents with a new health care system committed to population health

and prevention that includes a high-quality regional hospital center affiliated with a

university, a strong primary care network and integrated public health services. The

establishment of such a transformative system would enhance the health of a County

with major health needs and create a model for the nation.

In addition, we forecast achiev-
able 2020 health outcome targets for
the County of a system with these
elements. We estimate the resulting
improvements in asthma, diabetes,
hypertension, heart disease and
cancer through effective prevention
and management would be reflected
in reductions in ED visits and deaths
in 2020 and for each subsequent year.
We forecast for 2020 a 16 percent
reduction in cumulative emergency
department visits for asthma, diabetes
and hypertension and 340 lives saved
that would have been lost due to heart
disease or cancer.

RATIONALE
Lessons learned by model health
systems, input from key stakeholders
and residents, and findings from the
scientific literature reveal system ele-
ments and practices that contribute to
health improvements and health care
efficiencies.

A university-affiliated regional

teaching hospital center involved in
interprofessional education, care and
research would provide an anchor for
a revitalized high-quality health care
system in Prince George's County. As
the anchor, the hospital center would:

+ apply the latest technologies and
knowledge to improve health and
restore function,

+ use interprofessional, team-based
approaches to provide sustainable
gains in health, and

= partner with primary care for
effective care management of
chronic diseases.

These attributes would:

« attract and retain high-quality health

care providers,

- earn the trust of residents who now
seek care outside the County, and

= earn the trust of providers and
insurance companies that now refer
residents elsewhere.

Strong primary care networks are
associated with higher quality of
care, lower health care spending and
reduced health disparities. The creation
of a strong primary care network in the
County would require:

+ increasing the number of primary
care practitioners to address the
identified shortages,

« increasing the number of ambulatory
care centers in targeted areas of the
County,

« empowering primary care through
the adoption of the “medical home"
model and access on nights and
weekends,

- integrating primary care with dental
health and behavioral/mental health,

+ assuring connectivity through health
information technology,

* measuring the quality of care
through regular reporting, and

« collaborating closely with the public
health system.



TABLE6 ESTIMATED 2020 ACHIEVABLE COUNTY TARGETS AND IMPLICATIONS FOR KEY HEALTH CONDITIONS

Health Condition and Measure
(per 100,000 population)

Asthma—Rate of ED visits for asthma"

Diabetes—Rate of ED visits for diabetes*

Hypertension—Rate of ED visits for hypertension®

Heart disease—Rate of heart disease deathsn

Cancer—Rate of cancer deaths

County County Target Total Achievable by 2020 Implications (as ED visits
Baseline Total ~ (estimated % percent decrease from baseline)  averted or lives saved annually)

7170 5736 (20%) 1,233 ED visits averted
3084 2776 (10%) . 265 ED visits averted
2577 2319 (10%) 222 ED visits averted
224.2_ 2018 (10%) 193 lives saved
1738 156.4 (10%) 150 lives saved

*The data for ED visits are limited to Maryland hospitals. Full baseline data should include ED visits of Prince George's County residents to EDs in Washington D.C.

The interface of the primary care net-
work and the hospital with the public
health sector contributes to improved
health outcomes and population health.
Key aspects of an integrated public
health system include:

* primary disease prevention—such
as health promotion activities like
health education, support for healthy
lifestyles and the incorporation of
health literacy principles,

+ appropriate integration among public
health sector community-based
programs, and

+ integration and coordination of
services that cross sectors, such as
health and social services playing a
key role in affecting health outcomes.

To estimate how much the new
system as described would affect key
health outcomes, we used our study
findings and reviewed the relevant
literature, ongoing and planned County
and state activities and the County's
baseline data. We realize that several
of the key elements of the new system
will not be in place until 2014 or
thereafter. Table 6 presents the County
target that should be achievable by

2020 with a new system in place for
each of the key health outcomes, hold-
ing population constant.

Even with this conservative approach,
we estimate these improvements
would result in a collective reduction
of emergency department (ED) visits
for asthma, diabetes and hypertension
by about 16 percent each year. With
a strong primary care network and
the use of evidence-based interven-
tions, even greater benefits should
be achievable. A review of studies
of care management approaches for
chronic conditions revealed a range
of interventions that decrease health
care utilization and increase cost
savings. For example, some studies
have shown a significant reduction in
asthma-related ED visits with in-person
care management. Both in-person
and telephone-based care manage-
ment studies found similar results for
patients with diabetes, including a
telephone care management study that
found more than 30 percent reductions
in ED visits and inpatient admissions
(AHRQ, 2012b).

For heart disease and cancer deaths,
we estimate that a 10 percent reduc-
tion is achievable by 2020. This would

equate to more than 340 lives saved
each year, with potential for an even
greater number of lives saved in each
subsequent year. The collective and
coordinated efforts of the primary care
network and public health sector in
reducing risk factors for all five of these
health outcomes, and attention to the
relevant social determinants of health,
could add to the rates of improvement.
The ACA has specified innova-
tions and initiatives that are already
contributing to each of the elements of
the new health care system. Mary-
land is taking actions that will further
support improvements in the County,
such as the formation of the Maryland
Health Benefit Exchange that will
extend insurance coverage and the
creation of Health Enterprise Zone
to reduce disparities, improve health
outcomes and reduce health care
costs by reducing hospital admis-
sions and re-admissions. Coordinated
efforts will extend the impact of
the ACA and benefit the County.
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CONCLUSION

The overall assessment of the Public Health Impact Study of Prince George’s County

is that the proposed new regional medical center, supported by a comprehensive

ambulatory care network, comes at the right time: the right time in leadership, the

right time for health care reform and the right time for County residents. With its

vision of transforming the County’s health care system, this initiative can catalyze

partnerships and health care innovation, and most importantly, improve the health

status of residents and the region.

The study provides a detailed and
expanded assessment of the public
health capacity and potential impact
on health outcomes of a new health
care delivery system in the County. We
designed our study to address gaps
in data identified by previous assess-
ments of the County's health care
workforce, hospital use patterns and
health status and to learn from County
residents, other key stakeholders

and comparable health care delivery
models. As part of the study process,
we developed a number of new prod-
ucts that provide the basis for future
and ongoing work: instruments used
for the resident survey, stakeholder
interviews and health system assess-
ment; a novel approach to assessing
population variables and presenting
those data by geographic maps, and
an econometric model that can be

applied and modified for further plan-
ning purposes. The answers to the five
framing questions provide insights
from the range of study components
and serve as the major findings of

this study. The technical reports in
Section ll, available at sph.umd.edu/
princegeorgeshealth, provide additional
detail for each of the components.
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RECOMMENDATIONS

The following recommendations are meant to support the success of the new health

care system with its high-quality medical center and strong primary care network.

To achieve this transformational change, it will be necessary to:

ESTABLISH A HIGH-QUALITY,
ACADEMICALLY AFFILIATED
REGIONAL MEDICAL CENTER
WITH A STRONG AND COL-
LABORATIVE PREVENTION-
FOCUSED AMBULATORY
CARE NETWORK.

The medical center and network will
serve as the anchor to the transforma-
tion of the health care system. It will
need to establish strong relationships
with the community and demonstrate
its commitment to population health.
The planning phase should include
meetings with insurance providers and
with physician groups to understand
and address patient referral patterns.

DEVELOP A COUNTY-LED
PROCESS TO IMPROVE PUB-
LIC HEALTH, EXPAND ACCESS
TO HIGH-QUALITY PRIMARY
CARE AND SUPPORT SYSTEMS
INTEGRATION.

DELINEATE LEAD ROLES AND CREATE

AN INCLUSIVE CENTRAL PLANNING

PROCESS Achieving large-scale
transformational change requires the
clear contributions and coordination
among many sectors. The County

is in the unique position to lead the
innovation and transformation of the
public health and primary care network.
Engaging residents in the planning

and monitoring of the new system will
ensure the services meet needs and
support appropriate use. A “master
health planning process" should be
implemented to facilitate and guide
partnerships and new health care enti-
ties that have an interest in serving the
County, along with coordinating their
efforts with the overall County Health
improvement Plan (CHIP). This process
can address social determinants of
health, reflect the concept of “health

in all policies” and target priority areas
identified by the County. Also as part

of the “master health planning process,”

County hospitals, the Health Depart-
ment and academic institutions should

collaborate to fulfill mandates such as
the hospital community benefit efforts.

COORDINATE EFFORTS TO MAXIMIZE THE
IMPACT OF THE ACA IN PRINCE GEORGE'S
COUNTY BY EMPHASIZING IMPROVED ACCESS,
HEALTH EQUITY, HEALTH LITERACY, PREVEN-
TION, POPULATION HEALTH AND DELIVERY
INNOVATION. This emphasis is neces-
sary to take advantage of health care
reform. Residents will need tailored and
frequent support to benefit from reform
initiatives and new health care system
components. A prevention program
that produces clear, understand-

able, culturally sensitive, actionable
education materials will improve health
literacy and strengthen the capacity

of all residents to enhance their health.
This program will need to use appro-
priate channels to reach the diverse
segments of the County, and offer ways
to help residents understand and act
upon prevention messages.

ADDRESS AREAS OF HIGH PRIMARY CARE
NEED WITHIN THE COUNTY WITH A PARTICU-
LAR FOCUS ON WORKFORCE DEVELOPMENT,
COMMUNITY-BASED HEALTH FACILITIES

AND OUTREACH PROGRAMS. Multiple
approaches are needed to meet the
primary care needs in select areas

of the County. Strategies to recruit

and retain primary care providers will



require securing necessary government
funding and use of loan repayment
and other mechanisms. Innovative
workforce development programs

are needed to extend prevention and
care throughout the population and
integrate all needed disciplines into
the primary care network. These
programs could include strategies to
train and grow the workforce capacity
of County residents, as well as address
the County’s health needs. These
programs will include the traditional
health professions programs with
innovative education strategies that
support team learning and care. They
also should include the development
of innovative health care extenders,
such as community health workers and
navigators. Strategies for establish-
ing new primary care centers would
benefit from exploring additional
federal designation of medically
underserved areas/populations and
health workforce shortage areas.

SUPPORT INNOVATION IN HEALTH

CARE, PREVENTION AND PUBLIC HEALTH
DELIVERY. The time is right to seize
opportunities to enhance programs
such as the School-based Well-

ness Centers, incorporate promising
practices such as the patient-centered
medical home and accountable care

organizations, and integrate behavioral/
mental and dental health into the new
system. A new health care system
could create a novel and model net-
work, one that integrates primary care,
public health and the active partner-
ships necessary for primary, secondary
and tertiary prevention to improve
health outcomes and curb disease pro-
gression. A critical review of existing
public health functions and programs is
needed in order to prepare to achieve
the goal of an accredited health
department. Given the emphasis on
primary care and on reducing prevent-
able hospitalizations and emergency
department use, a detailed review

also is needed of each of the identified
priority health outcomes to implement
appropriate health promotion, disease
prevention and health care workforce
initiatives. Support is needed for health
information technology to facilitate and
reinforce these linkages among public
health, other public sector programs
and clinical health care (outpatient and
hospital) and provide real-time surveil-
lance and evaluation. Lessons learned
from comparable models provide a
wide range of options from which to
choose and adapt as needed.

PUBLIC HEALTH IMPACT STUDY

DEVELOP A CLEAR BRAND
THAT PROMOTES A HIGH-
OQUALITY HEALTH CARE
SYSTEM, ENCOURAGES
RESIDENTS TO RETURN
TO THE COUNTY FOR
CARE AND CONTRIBUTES
TO ASUCCESSFUL AND
THRIVING SYSTEM.

Thinking about the branding and
marketing at this early stage will
contribute to the system design. The
County is rich in history and has a long
legacy of commitment to community.
A strategic marketing campaign's goals
for the new health care system would
include: creating a positive brand for
the County's system, increasing the
perceived stature of the quality of

care that will be available, focusing on
centers of excellence and unique facets
of the system and increasing utiliza-
tion of the new health care services.

21



22

VISION FOR THE FUTURE

Today, Prince George’s County is primed for change with its new leadership and

a renewed commitment to improving the health and quality of life of its citizens.

Partnering with the state of Maryland, the University of Maryland Medical System,

Dimensions Healthcare System and the public health system, the County has an

exciting opportunity to re-imagine a health care system that enhances individual

patient care, improves population health and reduces per capita costs of care. By

integrating public health, primary care and a world-class regional medical center to

serve the County and Southern Maryland, this new system would be known for its

key characteristics:

+ Guided by a master health plan that
integrates the public and private
sectors, along with philanthropy, in a
broader vision to improve the social
determinants of health and actual
health care in the County,

+  Committed to improving both
health care and the health
status of the County,

« Affiliated with the University of
Maryland and positioned to offer
innovative inter-professional care,

+ Comprised of a robust

-

network of strategically placed
primary care providers,
Distinguished by a state-of-the-
art medical center with centers of
excellence that draw insured patients
from the region,

Focused on the integration of
health promotion and disease
prevention services and programs
that address common risk factors,
such as obesity, physical inactivity
and tobacco use, the leading
causes of morbidity and mortality

Characterized by health literacy
principles infused into health
care, health facilities and health
education for the public and
providers and by culturally,
competent health professionals
Built on a sophisticated electronic
and personal health care records
system and other health information
technology that facilitates
coordinated care and enhances
population health.



To be successful, this new health
care system, including its regional
medical center, must grapple with
the complex racial, ethnic, income
and educational diversity of Prince
George's County. There are significant
pockets of lower-income populations
inside the Beltway, many without
health insurance, while there are also
higher income and education com-
munities that are well-insured. As we
move outside the Beltway, income and
educational levels generally rise along
with the proportion of individuals with
insurance coverage, Yet, in 2014, as the
health benefit exchange component
of the ACA is realized, the County will
have significantly more of its popu-
lation insured, providing additional
opportunities for residents to benefit
from comprehensive preventive and
primary care services.

While increased insurance cover-
age will benefit the new system and
contribute to better health outcomes,
the new system must grapple with the
demands of partnering with others to
assure that safety net facilities, such
as FQHCs, are in place. This must be
done early on while the new system
also positions itself to meet market
demands for high-quality care that will

prove compelling to insured County
residents and insurers themselves. The
larger integrated system, working in
partnership with other County agencies,
can facilitate progress toward the real-
ization of health equity in the County.
Building this innovative health
system can stimulate complex changes
in the County and state. Improving
the health of the County is essential
to improving the health rankings
for the state. As the health of the
County's population improves, so does
its attractiveness as location with a
vital workforce, which will potentially
stimulate new economic investments.
Therefore, the health system itself can
reap the benefits of new economic
investment in the County by the private
and public sectors and drive its new
economic vitality.

PUBLIC HEALTH IMPACT STUDY
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GLOSSARY OF KEY TERMS

ACCOUNTABLE CARE ORGANIZATIONS
(ACOS)
and other health-care providers, who
come together to give coordinated
high-quality care to their Medicare
patients and ensure that patients get
the right care at the right time.

Groups of doctors, hospitals

AMBULATORY CARE Health-care services
offered on an outpatient basis

AMBULATORY CARE SENSITIVE CONDITIONS
Conditions that are preventable and
treatable in a primary care setting and,
when addressed, should prevent/avoid
hospitalization

BASELINE DATA Data collected
to establish and understand the
existing conditions before any
kind of intervention or experi-
mental manipulation begins

BODY MASS INDEX (BMI) A mea-
sure calculated from a person’s
height and weight used to screen
for body fatness. This measure is
used to identify weight conditions
that may lead to health problems.

DEAMONTEDRIVER A boy from Prince
George's County Maryland who died at
age 12 from a brain infection caused by
bacteria from tooth decay in February
2007. His infection, which could have
been prevented, and his tragic death
have galvanized a national critical
review of the capacity to provide oral
health care and have stimulated legisla-
tive and programmatic actions.

EVIDENCE-BASED PROTOCOLS (OR EVIDENCE-
BASED HEALTH CARE)
use of current best evidence in making

The conscientious

decisions about the care of individual
patients or the delivery of health
services to a population. Current best
evidence is up-to-date information
from relevant, valid research about the
effects of different forms of health care
and health promotion efforts.

FEDERALLY QUALIFIED HEALTH CENTER
(FQHC) A health organization that
offers primary care and preventive
health services to all patients regard-
less of their ability to pay for care. A
FQHC is a public or private nonprofit
organization that has been reviewed
by the federal government and meets
specific criteria to receive government
funding. It must serve a medically
underserved area or population.

HEALTH DISPARITIES Differences in the
presence of disease, health outcomes,
or access to health care that are closely
linked with social, economic and/or
environmental disadvantage based

on race and ethnicity; religion; socio-
economic status; gender; age; mental
health; cognitive, sensory, or physical
disability; sexual orientation, or gender
identity; geographic location; or other
characteristics historically linked to
discrimination or exclusion.

HEALTH EQUITY The state of achieving

the highest level of health for all people.

This requires valuing everyone equally
with focused and ongoing societal
efforts to address avoidable inequali-
ties, historical and contemporary
injustices, and eliminate health and
health-care disparities.

HEALTH LITERACY The degree to
which individuals have the capacity

to obtain, process and understand
basic health information and services
needed to make appropriate health
decisions. Health literacy is enhanced
when providers give patients accurate,
actionable health information in plain
language and health facilities include
design and system changes that
improve health information, communi-
cation, informed decision-making and
access to health services.

HEALTH OUTCOME A measure
of a health condition such as
disease status or death.

HEALTH PROMOTION The process of
enabling people to increase control
over and to improve their health. Health
promotion not only strengthens the
skills and capabilities of individuals, but
also involves changing social, environ-
mental and economic conditions that
impede public and individual health.

HOSPITAL EVENTS Several
terms are used in this report
to define hospital events:

A hospital discharge is the process
by which a patient is released from
the hospital at the time inpatient
care is no longer needed. Dis-
charges or hospital admissions can
be defined by the specific condi-
tions that stimulate them. If these
conditions are related to ambula-
tory care-sensitive conditions (see
above), then these can reflect ade-
quacy of the primary care network.

Hospital readmissions are used to

describe hospitalizations that result
seven to 30 days after a patient
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has been released from a hospital.
Hospital readmissions reflect on
the quality of the hospital discharge
process and on the capacity of the
primary care network.

PATIENT-CENTERED MEDICAL HOME

A team-based health-care delivery
model led by a physician that inte-
grates patients as active participants
and provides comprehensive and con-
tinuous preventive, acute and chronic
care to patients with the goal of obtain-
ing the best health outcomes.

PATIENT PROTECTION AND AFFORDABLE
CAREACT The health-care reform law
passed by the U.S. Congress in 2010

POPULATION HEALTH The health
outcomes of a group of individu-
als, including the distribution of
such outcomes within the group.
The goal of population health is to
reduce inequities and improve the
health of the entire population.

PRIMARY CARE General health-care
services provided by clinicians who

are accountable for addressing a large
majority of personal health-care needs.
These clinicians often are the first point
of contact for patients, will develop
sustained partnership with patients,
and practice in the context of family
and community.

PRIMARY CARE PHYSICIANS A category of
physicians that includes specialists in
the general practice of family medi-
cine, internal medicine, pediatrics and
obstetrics and gynecology.

PRIMARY PREVENTION Efforts to keep
diseases from occurring among suscep-
tible people by reducing exposures or
eliminating risk factors. These generally
include health promotion and health
education activities provided through
public health, primary care and com-
munity programs.

PROVIDER-TO-POPULATION RATIO

A measure used to determine the
capacity of the number of providers
available in a geographic region to
serve the population size.

PUBLIC HEALTH The art and science of
protecting and improving the health of
communities.

PUBLIC USE MICRODATA AREA (PUMA)
Areas defined by Census records in
which each contains approximately
100,000 people. PUMAs are redefined
every ten years in conjunction with the
decennial census.

RANDOM (OR RANDOMIZED) SURVEY

A survey of a sample population in
which every person in the population
has an equal chance of being selected.

SECONDARY PREVENTION  Efforts focused
on detecting disease early and stopping
its progression. These include screen-
ing, periodic health examinations and
reduction of risk factors through pri-
mary care and public health sectors.

TERTIARY PREVENTION  Efforts focused
on reducing further complications,
disability and death once disease
has been identified. These include
rehabilitation, chronic disease treat-
ment, specialty care and acute

care through hospital services.



PUBLIC HEALTH IMPACT STUDY

SCHOOL OF PUBLIC HEALTH STUDY TEAM MEMBERS

Linda Aldoory, Ph.D.

Endowed Director and Chair, Herschel
S. Horowitz Center for Health Literacy
and Associate Professor, Department
of Behavioral and Community Health

Brad Boekeloo, Ph.D.

Director, University of Maryland
Prevention Research Center and
Professor, Department of Behavioral
and Community Health

Rada K. Dagher, Ph.D., M.P.H.
Assistant Professor, Department of
Health Services Administration

Robert S. Gold, Ph.D., Dr.P.H.
Founding Dean, School of Public Health

Alice M. Horowitz, Ph.D.
Research Associate Professor,
Horowitz Center for Health Literacy

Dushanka V. Kleinman, D.D.S., M.Sc.D.
Associate Dean for Research and
Professor, Department of Epidemiology
and Biostatistics

Mei-Ling Ting Lee, Ph.D.
Director, Biostatistics and

Risk Assessment Center, and
Professor and Chair, Department
of Epidemiology & Biostatistics

Karoline Mortensen, Ph.D.
Assistant Professor, Department
of Health Services Administration

Sandra Crouse Quinn, Ph.D.
Associate Dean for Public Health
Initiatives; Senior Associate
Director, Maryland Center for
Health Equity; and Professor,
Department of Family Science

Elliot A. Segal, M.P.H.

Director, Healthy Futures Program and
Professor of the Practice, Department
of Health Services Administration

Lori Simon-Rusinowitz, M.P.H., Ph.D.
Associate Professor, Department of
Health Services Administration and
Center on Aging

Stephen B. Thomas, Ph.D.

Director, Maryland Center for Health
Equity and Professor, Department of
Health Services Administration

Min Qi Wang, Ph.D.,
Professor, Department of Behavioral
and Community Health

Laura Wilson, Ph.D.

Associath Dean for Academic Affairs
and Professor and Chair, Department
of Health Services Administration

STUDY CONTRIBUTORS

Kelly E. Blake, M.A.

Erica Casper, M.A.

Raul Cruz-Cano,Ph.D.

Dawn Hamilton, J.D.

Sylvette La Touche-Howard, Ph.D.

Kevin Kim, Ph.D.

Leona F. Peterson Naudé
Susan Passmore, Ph.D.
Blakely Pomeitto, M.P.H.
Wesley H. Queen

Sarah Radice
Amber Simms, M.P.H.

27



28

ADVISORY COMMITTEE MEMBERS

Pamela B. Creekmur
Health Officer, Prince George's County

Betty Hager Francis

Deputy Chief Administrative Officer,
Office of the Prince George's County
Executive

Jeffrey L. Johnson, M.B.A,, FACHE
System Vice President for Planning/
Special Projects, University of
Maryland Medical System

Neil J. Moore
President and CEQ, Dimensions
Healthcare System

Daniel J. O’Brien Jr., Esq.
General Counsel, Dimensions
Healthcare System

Frances Phillips, R.N., M.H.A.
Deputy Secretary for Public Health,
Maryland Department of Health and
Mental Hygiene

Bradford L. Seamon
Chief Administrative Officer, Office of
the Prince George's County Executive

Stephen V. Witman
Director, Healthcare Advisory Services,
KPMG LLP

ADVISORY COMMITTEE PARTICIPANTS

Gordon Barrow
Special Assistant to the Health Officer

John O'Brien

Chief Operating Officer, Dimensions
Healthcare System and President,
Prince George's Hospital Center

Debra C. Ross

Special Assistant to the Deputy, Chief
Administrative Officer for Health

and Human Services and Education,
Office of the Prince George's County
Executive



INDEX OF TABLES AND FIGURES

TABLE1

TABLE 2

TABLE3

FIGURE 1

TABLE 4

TABLE 5

MAP A

MAP B

FIGURE 2

TABLE 6

Rate of Emergency Department (ED) Visits and Death Rates per 100,000
People for Selected Chronic Conditions in Maryland Counties and for the State...................., . 4

Impact of Leading Chronic Diseases on Emergency Department (ED) Visits
and Death Rates by Racial and Ethnic Populations in Prince George's County .. .......ooiiiiiiiiiiiiiiiiio.n, 5

Diagnosed Medical Conditions for Residents Who Have Been Told by their
Doctor They Have a Medical Condition or Chronic Disease .. .......o.vitiiiir s iiniiiiiiea i iiiiiiies i B

Body Mass Index of Surveyed County Residents .. ... ... it 6

The Ratio of Medical, Dental and Mental Health Providers per 100,000
Population in Maryland Counties and forthe State .. .......... o i i 7

Current Counts and Estimated Additional Needed Primary Care Medical,
Dental and Core Mental Health Providers by PUMA Based on Proposed

Sufficient Provider-to-Population Ratios. . .. ... ..ottt et e e 8
Primary Care Physician-to-Population Ratio by ZIP Code in Prince George's County .. .....oovvvriiiiiieniiniians 9
ZIP Code-Level Analysis of Primary Care Need in Prince George's County. ... ....ovmveereirorerriereerreennis 10
County Residents' Perceptions of Services for a New Health Care System ......... ..ot i 16

Estimated 2020 Achievable County Targets and Implications for
Key Health Conditions. ... ... i e e e e et e e e e 18



e
RyLh

SCHOOL OF

PUBLIC HEALTH




